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RETROLENTAL FIBROPLASIA AND OXYGEN THERAPY 


Jonathan T. Lanman, M.D., Loren P. Guy, M.D. 


and 


Joseph Dancis, M.D., New York 


Retrolental fibroplasia (RLF) was first recognized as 
a disease of premature infants in 1942; it is now first 
among the causes of blindness in children in the United 
States and is the foremost problem other than death 
itself in the care of premature infants. Several physicians * 
have noted an association of RLF with intensive oxygen 
therapy. Adequate controls are needed, however, to 
establish such a relationship beyond question. The pres- 
ent study was designed to test this relationship under 
controlled conditions. We found a high incidence of 
blindness among infants given liberal oxygen treatment 
and none among those receiving little or none. The in- 
fants were not harmed by limited oxygen therapy. 


PLAN OF THE STUDY 

All patients between 1,000 and 1,850 gm. (2.2 and 
4.1 Ib.) birth weight and less than 12 hours old on admis- 
sion to the Bellevue Hospital Premature Nursery were 
assigned in the order of admission by random numbers 
to one of four groups: (1) with high oxygen concen- 
tration, (2) with high oxygen concentration plus estrogen 
given orally, (3) with low oxygen concentration, and 
(4) with low oxygen concentration plus estrogen given 
orally. 

ates therapy was included in the study because 
the premature infant is denied a maternal source of these 
hormones during the developmental period when RLF 
appears; it was thought possible that the infants’ sus- 
ceptibility to the disease might be influenced by replace- 
ment therapy. There was, however, no influence on 
mortality (table 1) or on the incidence of RLF (table 2). 
Estrogen administration, therefore, was disregarded in 
analyzing the influence of oxygen administration. 

Infants in the groups with high oxygen concentration 
were kept in oxygen for a minimum of two weeks or until 
they reached a weight of 1,500 gm. (3.3 Ib.). The average 
of the individual infant’s mean oxygen concentration was 


69% with a standard deviation of 6.5% ; discontinuation 
of therapy was abrupt. This treatment approximated that 
usually given in the nursery before this study began. 
Infants in the groups with low oxygen concentration 
received oxygen therapy only for cyanosis. They were 
then given oxygen from specially prepared tanks con- 
taining a mixture of 50 + 5% oxygen and 50 — 5% 
nitrogen to prevent accidental administration of higher 
concentrations; the average of the mean concentrations 
used was 38% with a standard deviation of 7.7%. 
Oxygen therapy was discontinued at least once daily and 
not resumed except for reappearance of cyanosis. Oxy- 
gen concentrations were measured once every weekday 
by laboratory personnel with a Beckman or an Air- 
Shields analyzer; the instruments were checked frequently 
against each other and against 100% oxygen. No attempt 
was made to determine whether oxygen was administered 
to infants prior to admission to the unit. 

Incubator care was identical for all groups. Those 
weighing 1,000 to 1,300 gm. (2.2 to 2.9 lb.) were kept in 
Isolettes and transferred to Gordon-Armstrong incu- 
bators on reaching a weight of 1,300 gm. (2.9 lb.). Those 
from 1,300 to 1,850 gm. (2.9 to 4.1 Ib.) birth weight were 
placed in Gordon-Armstrong incubators. All infants 
remained in incubators for a minimum of two weeks or 
until reaching a weight of 1,500 gm., whichever was 
longer, and were then transferred to bassinets. 

Babies treated with estrogen received 3 mg. of estra- 
diol * in 0.75 cc. of propylene glycol by mouth daily from 
the third day of life until attainment of a weight of 2,000 
gm. (4.4 lb.). Olac (a proprietary formula for infants ) 
formulas, vitamins in aqueous dispersion, and ferrous 
sulfate were given all infants by identical regimens. 
Funduscopic examinations were made once weekly dur- 
ing the infants’ stay in the unit by the same person 
(L. P.G.) unless the infants’ condition prevented it. 





From the Children’s Medical Service, Bellevue Hospital, and the Department of Pediatrics, New York University, College of Medicine. 

This work was supported by grants from the National Society for the Prevention of Blindness and from the Association for Aid to Crippled Children. 

1. (a) Kinsey, V. E., and Zacharias, L.: Retrolental Fibroplasia: Incidence in Different Localities in Recent Years and a Correlation of the Incidence 
with Treatment Given the Infants, J. A. M. A. 139: 572 (Feb. 26) 1949. (b) Crosse, V. M.: The Problem of Retrolental Fibroplasia in the City of Bir- 
mingham, Tr. Ophth. Soc. U. Kingdom 71: 609, 1951. (c) Campbell, K.: Intensive Oxygen Therapy as a Possible Cause of Retrolental Fibroplasia: A 
Clinical Approach, M. J. Australia 2: 48, 1951. (d) Gordon, H. H.; Lubchenco, L., and Hix, I.: Observations on the Etiology of Retrolental Fibroplasia, 
Bull. Johns Hopkins Hosp. 94: 34, 1954. (e) Patz, A.; Hoeck, L. E., and De La Cruz, E.: Studies on the Effect of High Oxygen Administration in Retro- 


lental Fibroplasia, Am. J. Ophth. 35: 1248, 1952. 


2. The estradiol used in this study was supplied by the Schering Corporation, Bloomfield, N. J. 


223 














224 RETROLENTAL FIBROPLASIA—LANMAN ET AL, 


A final examination after the age of 3 months was made 
in each case.* The date of termination of the study was 
determined one year in advance, so that the statistical 
verdict of significance was unbiased by termination of 
the study at a time when a mathematically “significant” 
relationship was observed. Yates’ correction has been 
applied to all chi square tests. 


TABLE 1.—Mortality Related to Estrogen Administration 


No. of 


Therapy Infants Deaths 
Estrogen ED co eaten ndesdedvonswe 23 6 
Pe TEED Sedicessicocessneces 22 5 
NOD ic cubivenadeensisonbesis cdvineccdebarees 45 11 (24.4%) 
Noestrogen High Oxygem ...........cccccccce 22 3 
BO ID ied cevcnensexcsedue 18 7 
ED intdawd. dnediwedesinatescsosseseeeeteen 40 10 (25%) 


TABLE 2.—Incidence of Irreversible, Cicatricial Retrolental 
Fibroplasia (RLF) Related to Estrogen Administration 
in Surviving Infants 


No. of Infants with 
Oxygen Therapy Infants Cieatricial RLF 
High (with estrogen)...............00 17 3 
Fa. | 17 0 
EL, Gntvedicmiturkasanetasevheke 34 3 
High (without estrogen).............. 19 5 
Low (without estrogen)............... ll 0 
EE. Ab avers sesnidacnmnies’ nivcive 30 6 


x? = 0.3 and P > 0.50 





* x2 is computed from the totals. 


RESULTS 

Eighty-six infants were admitted to the study; 21 died 
before the age of 3 months. One infant in the group with 
low oxygen concentration disappeared after discharge 
and has been excluded from the study; the eyes were 
normal when last examined on the 41st day of life. The 
results on the remaining 64 patients are given in table 3. 
Eight cases of severe, bilateral, irreversible, cicatricial 
RLF were found in 36 surviving infants of the groups 
with high oxygen concentration. Six of these infants are 
believed to have no useful vision; two may have useful 
vision in one eye. No cases of RLF were found in the 
28 surviving infants of the groups with low oxygen con- 
centration. This difference is significant at the 5% level 
(;° = 5.2; P slightly greater than 0.02). 





3. Drs. Arnold Peter, ophthalmologist, and Lewis H. Walker, pedia- 
trician, Akron, Ohio, performed the final examination on one infant. 

4. Footnotes 1 a, 5, c, and d. 

5. Patz and others.’¢ 

6. (a) Patz, A.; Eastham, A.; Higginbotham, D. H., and Kleh, T.: 
Oxygen Studies in Retrolental Fibroplasia: I]. The Production of the 
Microscopic Changes of Retrolental Fibroplasia in Experimental Animals, 
Am. J. Ophth. 36: 1511, 1953. (b) Gyllensten, L. J., and Hellstrém, B. E.: 
Retrolental Fibroplasia—Animal Experiments, Acta paediat. 41: 577, 
1952. (c) Michaelson, I. C.: The Mode of Development of the Vascular 
System of the Retina, with Some Observations on Its Significance for 
Certain Retinal Diseases, Tr. Ophth. Soc. U. Kingdom 68: 137, 1948. 
(d) Ashton, N.; Ward, B., and Serpell, G.: Role of Oxygen in the Genesis 
of Retrolental Fibroplasia: A Preliminary Report, Brit. J. Ophth. 37: 513, 
1953. 

7. Stadie, W. C.; Riggs, B. C., and Haugaard, N.: Oxygen Poisoning, 
Am. J. M. Sc. 208: 84, 1944. 

8. Dickens, F.: The Toxic Effect of Oxygen on Brain Metabolism and 
on Tissue Enzymes: 1. Brain Metabolism, 2. Tissue Enzymes, Biochem. J. 
40: 145, 171, 1946. 

9. Stadie, W. C., and Haugaard, N.: Oxygen Poisoning: V. The Effect 
of High Oxygen Pressure upon Enzymes: Succinic Dehydrogenase and 
Cytochrome Oxidase, J. Biol. Chem. 161: 153, 1945. 


J.A.M.A., May 15, 1954 


The vascular stage of RLF was seen in 61% of the 
infants in the groups with high oxygen and 7% of infants 
in the groups with low oxygen (table 4). This difference 
is highly significant (xy? — 17; P < 0.001). All lesions 
in the groups with low oxygen concentration regressed 
to normal. Infants were considered to have the vascular 
stage of RLF if one or more of the following signs 
appeared after the 10th day of life: (1) vascular dilata- 
tion of at least twice the estimated normal diameter; 
(2) vascular tortuosity; and (3) hemorrhage in the retina 
or vitreous. 

Twenty per cent of infants (9 of 45) died in the groups 
with high oxygen concentration as compared with 30% 
(12 of 40) in the groups with low oxygen concentration. 
This difference is not significant (x7 = 0.7; P > 0.3). 
Five of the 12 infants in the groups with low oxygen con- 
centration died between the 10th and 83rd day of life of 
the recognized causes: aspiration bronchopneumonia, 
pneumonia with pulmonary abscess and empyema, eso- 
phageal atresia with multiple other congenital anomalies, 
diarrhea, and subdural hematoma. (Autopsies were per- 
formed on the infants who died of the last four causes. ) 
If these five infants dying of recognized causes having 
no known connection with the differences in oxygen 
therapy are excluded, the mortality in the groups with 
low oxygen concentration was 20% (7 of 35 infants). 
All other infants died of “prematurity” during the first 
4 days of life. 

COMMENT 

In addition to the present report, several clinical cor- 
relations * and one controlled study * show that RLF is 
associated with oxygen therapy. The mechanism of in- 
jury is suggested by animal experiments,°® in which ex- 
cessive oxygen damaged the developing retinal blood ves- 
sels and led ultimately to vitreous changes and retinal de- 
tachment. These findings in animals agree with the course 
of RLF; the earliest microscopically visible lesions in pre- 


TABLE 3.—Incidence of Irreversible, Cicatricial Retrolental 
Fibroplasia (RLF) Related to Oxygen Administration 


No. of Infants with 
Oxygen Therapy Infants Cicatricial RLF 
Nii: cewssanewnelle<nstta tee 36 8 (22%) 
DE icdecieteties hc pvteanrees cxyeee 28 0 


TABLE 4.—Incidence of Retrolental Fibroplasia (RLF) in 
Vascular Stage Related to Oxygen Administration* 


Infants 
No. of with RLF in 
Oxygen Therapy Infants Vascular Stage 
BED “hiv 00.vsssedeenssesetnseedoues 36 22 (61%) 
pO BP ee Pet it poe eee ed 28 2 (7%) 


x? =17; P< 0.001 


* This table includes infants in whom cicatricial RLF ultimately 
developed. 


mature infants are vascular, and the disease appears in 
oxygen-treated infants during the development of the 
retinal vessels. 

It is also possible that excessive oxygen directly dam- 
ages the nerve cells of the retina. The nervous system is 
particularly sensitive to oxygen toxicity.’ In vitro studies 
on slices of brain tissue by Dickens * and Stadie and co- 
workers ° have shown that elevated oxygen tensions in- 
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activate a number of enzymes essential in the intermedi- 
ary metabolism of carbohydrates. Most of these enzymes 
contain sulfhydryl groupings, and it is this radical that is 
probably affected. No studies of enzymes in the retina 
of oxygen-poisoned animals have been reported, and at 
present it is uncertain whether oxygen first damages the 
nervous or the vascular tissue of the eye. 

A few reports conflict with the concept that excessive 
oxygen administration is responsible for RLF. Lelong 
and co-workers *° found no reduction in RLF incidence 
with restriction of oxygen therapy. However, the restric- 
tion was too moderate to afford a satisfactory test, and 
their statistical comparison of apparently dissimilar 
groups is not justified. 

Szewczyk " reported that RLF appeared in infants 
shortly after their withdrawal from high concentrations 
of oxygen. Reversal of the disease occurred in nine cases 
when the infants were replaced in an atmosphere rich in 
oxygen. Subsequently he attributed the disease to anoxic 
damage, which might occur naturally in some premature 
infants breathing air or which might be induced in others 
by their abrupt withdrawal from an atmosphere rich in 
oxygen to which they had become accustomed. He lim- 
ited oxygen to 45% concentration, with gradual reduc- 
tion at the end of therapy, and stated that blindness due 
to the irreversible, cicatricial stage of RLF had not been 
seen since adoption of this regimen. Szewczyk’s claim that 
oxygen therapy has a beneficial effect on RLF has not 
been confirmed. Some investigators ** including our- 
selves, have seen the disease appear while the infant was 
still receiving oxygen therapy. The claim that reversal of 
the disease process occurs on readministration of oxygen 
is valueless without controlled observations, since a high 
percentage of infants with lesions of the vascular stage 
spontaneously revert to normal; moreover, we have failed 
to induce reversal in a few instances by replacing the in- 
fants in oxygen. We believe the disappearance of ir- 
reversible, cicatricial RLF from Dr. Szewczyk’s unit is 
adequately explained by the limitation of oxygen therapy. 

A number of cases of RLF have been reported in 
infants who had not received oxygen; two such cases 
were thought to have appeared a few years ago in our 
own unit. Some of these observations, including our own, 
are erroneous due to improper recording of oxygen ther- 
apy, but authentic cases almost certainly occur.’ In- 
galls }* has shown that diverse agents can produce iden- 
tical development defects if applied at the critical time, 
and evidence from the animal studies previously cited 
suggests that RLF is a disease of developing retinal ves- 
sels. It is possible that many agents are capable of pro- 
ducing RLF, and this may account for the occasional 
cases occurring in infants who have never received oxy- 
gen therapy. However, the clinical disease is almost al- 
ways associated with the use of oxygen. 

The hazards of oxygen therapy for premature infants 
must be weighed against its possible benefits. Clinicians 
have believed for several years that added oxygen bene- 
fits many premature infants, and this belief has led to its 
long-continued prophylactic use even in asymptomatic 
premature infants, in whom a subclinical anoxia is postu- 
lated. Oxygen concentrations commonly employed in 
nurseries for premature infants would be clinically in- 
tolerable in adults.’ Evidence that such treatment is bene- 
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ficial for premature infants is based largely on clinical 
observations: the relief of cyanosis or a change in respira- 
tory pattern. The ultimate test, however, is lowered mor- 
tality, and we have looked for such evidence in our own 
unit. Oxygen was used most liberally from 1947 to 1952. 
Mortality rates (table 5) for the larger infants fell this 
period, following a previous trend, but rates for the 
smaller infants were unchanged. The smaller infants re- 
ceived the more prolonged oxygen treatment, and infants 
over 1,800 gm. seldom received any. The data do not 
suggest striking benefits from oxygen administration, 
though admittedly this retrospective, uncontrolled com- 
parison is not definitive. Controlled observations for a 
small number of infants are available from the present 
study. The over-all mortality rates of 20% in the groups 
with high oxygen and 30% in the groups with low oxy- 
gen concentration at first suggest that liberal use of 
oxygen was beneficial in saving lives. However, the dif- 
ference between these percentages is not statistically sig- 
nificant. Moreover, five infants in the group with low oxy- 
gen concentration died after the age 0° i0 days from 
known causes, which we feel canno __asonably be at- 
tributed to the differences in oxygen herany. No such 


TaBLeE 5.—Mortality in Bellevue Hospital Preinature Nur: 2ry 
Before and During Liberal Use of Oxygen* 


1942-1946 1947-1952 
Little Oxygen Liberal Oxygen 
Birth Weight, Gm. Therapy, % Therapy, % 
Rr yee 91.3 92.6 
ONIEET Winsbekissuscccscdaseeee 45.0 46.7 
BED oc sbbcdiendscscctonciad 21.2 9.3 
EO 10.3 3.4 





* Percentage of nontransport infants who reached the nursery alive 
but died before discharge. 


cases occurred in the group with high oxygen concentra- 
tion. If these five infants are excluded from the analysis, 
the mortality rate was 20% in each group. 

Patz and co-workers ** found no difference in mortality 
attributable to the use of oxygen in their controlled study, 
although again relatively small numbers were involved. 

It is unlikely, however, that the clinician will be much 
influenced by this negative evidence when faced with a 
cyanotic infant demanding treatment, and it may be that 
the unproved benefits of oxygen therapy can be gained 
without undue hazards of producing RLF. Several in- 
vestigators ** noted a sharp fall in the incidence of RLF 
when oxygen was given in moderate concentrations on 
clinical indication only, with termination of therapy 
promptly when clinical need no longer existed. In par- 
ticular, the irreversible, cicatricial stage of the disease has 
been either eliminated or reduced to a very low figure, 
and an increased awareness of the hazards of oxygen 
therapy and of the meager benefits to be gained from it 
should produce even better results. 
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11. Szewcezyk, T. S.: Retrojental Fibroplasia: Etiology and Prophylaxis, 
Am. J. Ophth. 34: 1649, 1951; 35: 301, 1952. 
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of Retrolental Fibroplasia, Am. J. Ophth. 35: 64, 1952. Patz and others.®* 
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In our own unit, oxygen therapy is given only to defi- 
nitely cyanotic infants and then at measured concentra- 
tions of below 40%. Frequent attempts to discontinue 
therapy are made, and it is not resumed except for recur- 
rence of cyanosis; treatment usually lasts from a few 
minutes to a few hours. Aerosol therapy is given to non- 
cyanotic infants with compressed air. Under this policy, 
very little oxygen is used even in the smallest infants. 


SUMMARY AND CONCLUSIONS 
In a comparison of liberal and restricted oxygen ther- 
apy in premature infants, irreversible, cicatricial retro- 
lental fibroplasia (RLF) appeared in infants in the group 
with high oxygen but not in the group with low oxygen. 
Reversible, vascular stage lesions occurred in both 
groups, but with nine times the frequency in the group 
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with high oxygen concentration. These differences were 
significant at the 5% and the 0.1% level, respectively. 
Excluding infants dying of recognized causes with no 
known relationship to oxygen therapy, the mortality rates 
in the groups with both high and low oxygen concentra- 
tions were the same. 

We believe that RLF is directly related to the exces- 
sive administration of oxygen and can be controlled by 
severely limiting oxygen therapy to premature infants. 
Such restriction does not appear harmful. In the Bellevue 
Hospital Premature Nursery, oxygen is given only to 
definitely cyanotic infants, and then at measured con- 
centrations below 40%. Frequent attempts to discon- 
tinue therapy are made. Aerosol therapy is given to non- 
cyanotic infants with compressed air. 
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ACUTE MYOCARDIAL INFARCTION TREATED BY THE CHAIR REST REGIMEN 


THIRTY CONSECUTIVE CASES MANAGED BY THE LEVINE ARMCHAIR METHOD 


Lieut. (j.g.) James Lee Wilson (MC), U.S.N.R. 


Capt. John H. Ward Jr. (MC), U.S.N. 


Complete mental and physical rest is the accepted 
primary aim in the treatment of acute myocardial infarc- 
tion, particularly during the initial stages of the condition. 
Controversy has arisen during recent years, however, re- 
garding the mode of management for these patients that 
would be most effective in achieving this goal. Custom- 
arily in the past, immediate restriction to bed followed by 
prolonged periods of strict bed rest has been the therapy 
of choice, since the concept handed down through the 
years has been that bed rest if absolutely enforced would 
afford the most complete rest to the myocardium.* These 
ideas have in recent years been contested and are now 
refuted by some observers.” 

Many outstanding authorities on the treatment of heart 
disease are becoming increasingly aware of the -several 
disadvantages and harmful effects observed when pa- 
tients are kept recumbent or rigidly restricted to bed for 
long periods during the treatment of acute heart ail- 
ments.* Careful clinical studies * as well as controlled 
animal experiments ® have conclusively demonstrated 
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that cardiovascular hemodynamics are frequently ad- 
versely altered during the initial periods of enforced 
recumbency, particularly so if, as in most cases, the sub- 
jects had previously been ambulatory or erect. 

During the past decade Levine has repeatedly empha- 
sized that recumbency may in many instances be harmful 
to the patient who is acutely ill with cardiac disease.* He 
has pioneered in treating on an ambulatory basis patients 
in acute congestive failure.°* More recently he has de- 
scribed the “armchair treatment,” an application of these 
same physiological principles in a newer approach to the 
treatment of acute coronary disease.* 

It is the purpose of this report to present the clinical 
results observed in a series of 30 consecutive cases of 
proved myocardial infarction treated according to the 
chair rest regimen, a method incorporating all the advan- 
tages of the Levine armchair treatment in the manage- 
ment of this very severe illness. All patients admitted to 
the hospital between Jan. 1, and Oct. 15, 1952, who were 
proved to have an infarction of the myocardium were 
treated with chair rest care as outlined below. Only those 
patients for whom a diagnosis of acute myocardial in- 
farction was established by typical serial electrocardio- 
graphic evolutional changes and who were treated by the 
regimen of chair rest herein outlined were included 
among the cases comprising this report. Several’patients 
who were admitted to the hospital for observation be- 
cause of suspected acute coronary occlusion occurring 
during the time of this study were not included since the 
diagnosis could not definitely be proved, as there was a 
lack of definite electrocardiographic confirmation. 


THE REGIMEN OF CHAIR REST CARE 


After admission to the hospital, as soon as it could be 
determined that there were no complicating conditions 
that would contraindicate it, and provided the patient 
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was not in a state of shock, he was lifted or helped out of 
bed and into a large, comfortable, upholstered chair at his 
bedside. Thereafter, the patient was encouraged to remain 
in the chair each day for several hours or at least until he 
became slightly fatigued. He was urged, however, not to 
remain up so long that exhaustion occurred, and he was 
also advised not to request frequent lifting in and out of 
the chair for only brief periods. Most patients tolerated 
well a period of three to six hours up in the chair on the 
first day, after which they rapidly became accustomed to 
increasingly longer periods. There was only an occasional 
patient who after the third or fourth day was unable to 
remain in the chair for 10 or more hours daily. Chair rest 
in this manner was continued for a period of 20 or 21 
days unless the clinical course or laboratory studies indi- 
cated a longer period to be necessary. Ambulation was 
allowed during the ensuing 7 to 10 days according to a 
schedule of gradually increasing activity. Ideally, the total 
duration of hospitalization does not exceed 30 to 35 days, 
the last week of which the patients become increasingly 
ambulatory about their room or ward to tolerance. In 
general, unless a specific contraindication existed, adju- 
vant anticoagulant therapy was employed in all cases be- 
cause of the increasing evidence of the reduced mortality 
rate attending such usage. The fact that a given patient 
was being managed on the chair rest regimen was in no 
instance allowed to influence the decision as to the use 
of anticoagulant therapy, and the generally accepted indi- 
cations for such usage were relied on. 

The recent studies of Wilkins * have provided convinc- 
ing evidence of a further reduction in the incidence of 
embolic complications among patients whose physical 
activities are of necessity restricted, when continuous 
support to the lower leg is properly supplied in the form 
of carefully applied elastic bandages or preferably elastic 
stockings. In keeping with these findings, the legs of all 
our patients undergoing chair rest care were appropri- 
ately wrapped each morning after the bed bath and be- 
fore the person was aided out into the chair. Use of these 
supports was discontinued as soon as gradually increas- 
ing ambulation was allowed. Elastic bandages 2 or 3 in. 
(5.1-7.6 cm.) wide were used. When these supports were 
applied with care, they served successfully. 

The following procedures were among other features 
of the chair rest regimen employed: 1. The use of 9 in. 
(22.9 cm.) wooden blocks under the headposts of the bed 
to prevent nocturnal gravitation of fluid and thereby avoid 
paroxysmal dyspneic episodes. (A suitable board placed 
at the foot of the bed will serve to prevent the patient 
from sliding downward at night during sleep.) 2. The lib- 
eral use of humidified oxygen by mask, by nasal catheter, 
or at 10 liters per minute via tent. In most cases oxygen 
was used liberally during the initial 24 to 48 hour period 
and thereafter only as necessary for dyspnea, pain, or 
restlessness except for its routine use for one hour after 
each meal during the first week of treatment. 3. A soft 
diet during the first week and thereafter a regular diet as 
tolerated except for certain patients who had specific 
dietary problems such as active peptic ulcer. Many pa- 
tients were fed or aided in eating their meals for the first 
week of hospitalization. Sodium restriction was invoked 
for only those patients known to have been hypertensive 
prior to their acute illness or for those in frank congestive 
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failure. 4. The use of a bedside commode onto which the 
patient was aided or lifted once or twice daily as needed. 
This obviated the necessity for struggling with a bed pan. 
In preference to the commode some patients were helped 
into a wheel chair and transported to the bathroom, or 
if the distance was negligible they were lifted or aided di- 
rectly there. Actually in this procedure the patient ex- 
pends far less energy than he does while attempting to 
utilize a bed pan. 5. Daily examinations of the patient’s 
legs for evidence of thrombosis or phlebitis. Patients 
were encouraged in the routine performance of gentle 
leg exercises while recumbent or at chair rest. We are cer- 
tain that these precautions, together with the elastic leg 
supports, have markedly reduced the incidence of pulmo- 
nary thromboembolic complications. Repeated use of the 
upper extremities gently put through a full range of 
motion at the shoulder was likewise encouraged in order 
to reduce the number of post-treatment painful shoulder- 
arm syndromes. 

After the 14th day a few patients were aided or lifted 
from their beds into wheel chairs and then were trans- 
ported to the bath where they were gently lifted into 
the tub, given a bath, and dried without having expended 
any unusual effort. The dual advantages achieved in 
boosting the morale of the patient as well as getting him 
completely bathed for the first time since entering the 
hospital, have been psychologically rewarding. Such pro- 
cedures, properly executed, were not detrimental to the 
patient’s well-being, but we feel they contributed greatly 
in improving morale by removing the stigmas usually as- 
sociated with prolonged periods of convalescence. 

In order to insure the most complete rest for patients 
with an acute myocardial infarction the following precau- 
tions also must be taken: 1. The desires and needs of the 
patient are anticipated, and he is disturbed as little as 
possible, so that exertion is kept to a minimum. The sig- 
nal button to summon aid is conveniently located near 
the patient. An ample quantity of fresh fluids is kept 
within easy reach. 2. Excitement is prohibited at all 
times, and visitors are allowed or restricted according to 
the patient’s condition. 3. Smoking is discouraged and 
is prohibited in the presence of oxygen. 4. A gentle lax- 
ative is given each evening at bedtime. If an enema is 
ordered, it should be small in amount and be given with 
little pressure. 5. Severe pain, restlessness, or shortness 
of breath are considered indications for the immediate 
use of oxygen and either morphine or meperidine (Dem- 
erol) as specifically ordered. These drugs are used freely 
for the control of pain. 
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The advantages of the chair rest regimen from a psy- 
chological standpoint cannot be overemphasized. This 
was most noticeable and most appreciated by those pa- 
tients in our group who had been treated for a previous 
infarction in the more conventional manner with several 
weeks of enforced bed rest, and who had received the 
usually associated dire admonitions of imminent disaster 
if the slightest physical exertion were indulged in. It is 
felt that the freedom to sit up all day in a chair, to read, 
write, converse, or to carry on simple handicraft allowed 
patients under chair rest management, has been a bene- 
ficial psychological boost and a real factor in hastening 
ultimate rehabilitation of patients after treatment for their 
acute coronary thrombosis. Rehabilitation has invariably 
been accelerated because of the optimistic attitude en- 
gendered and the improved status of the general muscle 
tonus possible with this more physiological form of com- 
plete rest for the heart. 


CLINICAL OBSERVATIONS 
Of 30 consecutive patients who were admitted to the 
hospital with proved myocardial infarction and were 
treated by the chair rest regimen herein reviewed, 27 
were able to walk away from the hospital after treatment. 
The other three patients died. A discussion of their case 
histories will follow. 


Progressive Stages in the Chronology of Treatment 


Average 

Hospital 
Activity Day 
CY SMR ib ivanicendcaneneawnreswsimbekesinned 5th 
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EE CID sk tonne pernsensscuesepeebeweneesbucene 33rd 


The table summarizes for the entire group the average 
hospital day on which each of the progressive stages in 
the chronology of treatment was accomplished. Seven of 
the patients were started on rest in the chair during their 
first day of hospitalization, and all but four were in the 
chair during their first week in the hospital. 

The only woman in this group was 59 years old and 
was admitted with her second acute infarction within a 
one year period. Although the ages of the patients ranged 
from 34 to 78 years, the average age for the group was 
55.4 years, and more than 50% of the patients were 
within their fifth decade at the time of hospitalization. 
This age incidence is comparable to that commonly ob- 
served in the literature relative to coronary artery disease. 
A significant history of previous cardiovascular disease 
was reported by more than half of the patients in this 
series. Fourteen persons supplied a relatively typical his- 
tory of prior episodes of angina pectoris, while six others 
had had known hypertension before experiencing their 
myocardial injury. Previous infarctions had been suffered 
by more than 25% of the group, and one of them was 
being treated for his fourth acute episode of coronary 
occlusion. All patients manifested at the time of their 
admission the clinical symptoms characteristic of acute 
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myocardial infarction. Many of them had acute chest 
pain that persisted for several hours after admission de- 
spite the liberal use of morphine. Seven were in frank 
congestive failure when first seen, and cardiac decom- 
pensation developed in two others later during treatment. 
The three patients who died were among those whose 
course was complicated by congestive failure. 

A mesomorphic type of habitus was noted to predom- 
inate; however, no anthropological classification or study 
was attempted, such as that recently reported by Garn.* 
Electrocardiographic localization of the myocardial dam- 
age revealed considerable diversity, although there was a 
definite predominance of posterior involvement. Com- 
binations of anteroseptal, posterolateral, or anterolateral 
injury comprised nearly one-third of the cases. Paroxys- 
mal ventricular tachycardia was present on the admission 
electrocardiograms of two patients. Both of them re- 
sponded to treatment with repeated increasing doses of 
quinidine. The dysrhythmia was corrected within 12 
hours in both. 

The following factors are among others that compli- 
cated the tre atment of some patients: (1) a basilar skull 
fracture sustained in a fall that occurred at the time the 
patient had his initial acute chest pain, (2) bishydroxy- 
coumarin (Dicumarol) sensitivity in two patients, (3) 
evidence of ventricular aneurysm by electrocardiogram 
and chest roentgenogram in one patient, (4) disorders of 
rhythm including auricular flutter and fibrillation, supra- 
ventricular tachycardia, nodal rhythm, several instances 
of frequent premature ventricular contractions, and var- 
ious examples of conduction delay, and (5) concomitant 
duodenal ulcer in two patients. 


REPORT OF FATAL CASES 
The first patient in this series who died during treat- 
ment was the 12th consecutive patient treated by the 
chair rest regimen. 


CasE 1.—A 57-year-old man was rushed to the hospital 
from a physician’s office where he had been given morphine 
for relief of severe chest pain that had been present for eight 
hours. He had been awakened from his sleep at 3 a. m., with 
crushing retrosternal pain that radiated into both arms and 
into his jaw and neck. The remainder of his history was sim- 
ilarly typical of an acute coronary occlusion. He had had 
known heart disease for several years but had been without 
symptoms and had been working daily for many months prior 
to his acute attack. 

He was ashen-grey at the time of admission, had acute 
pain with rapid, labored respiration, was in acute cardiac 
decompensation, and was in a shock-like state. Despite con- 
tinuous administration of oxygen, large doses of morphine, 
and vasodilators, he complained constantly of extremely severe 
chest pain. Marked hypotension persisted, and ventricular 
tachycardia was noted clinically. This was confirmed by an 
electrocardiogram, and quinidine therapy was instituted. The 
morning of the third day in the hospital the patient was still 
in the Trendelenburg position because of shock. Pulmonary 
congestion increased in spite of the return to normal sinus 
rhythm. Fever, coughing, and hemoptysis were soon noted. 
Prophylactic antibiotics were given, and even in the presence 
of peripheral shock the patient was lowered from the Trendel- 
enburg position without apparent adverse effect. His condition 
remained unchanged for three days. On the fifth day of hos- 
pitalization he was placed out into the chair, because of increas- 
ing respiratory difficulty and despite his need for continuous 
oxygen to prevent peripheral cyanosis. He was clinically im- 
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proved immediately, and for the ensuing six days he felt 
markedly better. His need for oxygen decreased, he became 
normotensive and free of pain and cyanosis, and all signs 
of failure disappeared. The evening of the 10th hospital day 
acute pulmonary edema developed rapidly. Relief followed 
the administration of morphine, oxygen, and the use of tourni- 
quet phlebotomy. He spent a restful night and seemingly was 
doing very well, but at 7 o’clock the following morning he 
was suddenly seized with a second episode of acute pulmonary 
congestion and died before morphine could be given or phle- 
botomy or any other measures could be taken. Postmortem 
examination confirmed the presence of the massive transmural 
myocardial infarction shown by the serial electrocardiograms 
to have involved the posterior and lateral aspects of the heart. 


The second fatality in this group resulted when the 
25th consecutively treated patient died suddenly while on 
a bedside commode. 


CasE 2.—A 58-year-old man with hypertension of several 
years’ known duration was admitted to the hospital in con- 
gestive failure several hours after the onset of acute precordial 
and respiratory distress typically seen with acute coronary 
incidents. Massive left ventricular hypertrophy and an acute 
posterior myocardial infarction were indicated on his admis- 
sion electrocardiogram. Leukocytosis, fever, and an elevation 
of the sedimentation rate were all noted. Very frequent ven- 
tricular premature contractions necessitated the use of quini- 
dine, to which his dysrhythmia responded rapidiy. Maintenance 
dosage of quinidine was continued. Digitalization was accom- 
plished at the time of admission. He began sitting up in the 
chair the greater part of each day. Soon thereafter he re- 
gained compensation and his progress appeared most satis- 
factory. During the evening of his 14th hospital day, while 
sitting on a bedside commode the patient experienced an epi- 
sode of sudden cyanosis, clutched at his chest, and died 
quickly, without emitting a sound. 

Necropsy revealed a large aneurysmal dilatation at the 
location of a recent myocardial infarction involving the left 
ventricle with a rupture through the wall and a resulting 
hemopericardium and cardiac tamponade. Marked coronary 
artery sclerosis with occlusion was present. 


The third death in the series involved the 26th con- 
secutively treated patient. 


Case 3.—A 60-year-old man who had been having intensely 
severe angina pectoris for the previous five years had been 
completely unable to hold employment for three years. He 
was admitted to the hospital after several days of constant 
precordial pain of typical anginal character and radiation. 
He also had a history of peptic ulcer for which he had been 
hospitalized three years previously and that had been recur- 
rently symptomatic during the three years just prior to his 
present admission. An elevated sedimeniation rate, fever, leu- 
kocytosis, and electrocardiographic evidence of myocardial 
infarction were all present at the time of admission, although 
no significant abnormalities were present on physical exami- 
nation. Epigastric distress and postcibal anginal pain persisted 
throughout the first 10 hospital days and were unrelieved by 
morphine, sedation, antacids, and oxygen. An episode of 
hematemesis occurred on the 12th hospital day, and for the 
ensuing 10 days his condition became steadily worse, with 
increasing pain and respiratory distress. A hemogram demon- 
Strated marked anemia, and hyperchloremic alkalosis was 
evidenced by blood chemistry findings. The electrocardiograms 
taken at this time revealed an extension of the acute process 
to involve the septum, with the resultant episodes of coro- 
nary sinus or nodal rhythm. Hydration was accomplished with 
parenteral fluids, and replacement of lost blood was achieved 
gradually. The patient’s clinical status failed to improve, and 
the pulmonary congestion increased relentlessly until irrevers- 
ible changes had occurred. On the 25th day, despite all medi- 
cation and procedures, the patient died. 

At autopsy a perforated peptic ulcer was demonstrated, 
with diffuse intra-abdominal spread of gastric contents. In 
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addition, complete obliteration of a branch of a coronary 
vessel was seen, as was evidenced by the electrocardiograms, 
which demonstrated an acute myocardial infarction. 


A review of the causes of death in these three cases is 
of interest. In the case last mentioned, even at postmor- 
tem it was not possible, in retrospect, to correlate this 
man’s clinical course with the findings of peritoneal soil- 
ing, for at no time during his 25 days of hospitalization 
were his symptoms or signs indicative of surgical abdom- 
inal disease. 

The occurrence of such cardiac accidents as that which 
took the life of the second patient discussed certainly 
continue to be unpredictable. Several comprehensive re- 
views of the cases of cardiac rupture reported in the liter- 
ature are available. Although several hundred cases are 
analyzed from nearly every aspect, there is no apparent 
unanimity of opinion regarding the exact etiology of rup- 
ture of the heart. Most authors agree that an acute myo- 
cardial infarction in a hypertensive person with a dilated, 
thin-walled left ventricle who undergoes severe stress 
sometime between the Sth and 20th days after infarction 
presents the greatest possibility of incurring a rupture of 
the heart. Review of the roentgenograms of this patient’s 
chest and all the electrocardiograms taken during his 
admission failed to reveal any evidence suggestive of 
aneurysm per se, although marked left ventricular pre- 
ponderance was apparent on his tracings. Relatively 
specific diagnostic aids are often found on the electro- 
cardiographic tracings of persons with ventricular aneu- 
rysm, as noted by Levine.” 

The amount of myocardial destruction that was found 
to be present in the heart of the first patient referred to 
above was unquestionably not compatible with life. It is 
of special interest to note that this patient showed many 
generally accepted signs of a poor prognosis following 
myocardial infarction. The very prompt and marked im- 
provement he showed on being taken out of bed and 
placed erect in the chair, however, caused us to become 
unduly optimistic in the face of overwhelming evidence 
to the contrary. 

COMMENT 

Patients treated for acute coronary occlusion by chair 
rest care are encouraged to gradually begin walking and 
to otherwise increase the scope of their activities much 
sooner in the course of management (after the third 
week) than is allowed with the more conservative con- 
ventional type of treatment of acute myocardial infarc- 
tion; however, treatment by chair rest care is not ambu- 
latory treatment. Instead, it represents, we believe, a 
more physiological and more practical manner in which 
to care for patients who are acutely ill with coronary 
artery disease. It is to be emphasized that persons receiv- 
ing chair rest care are not simply told to get out of bed; 
rather, they are helped, lifted, or otherwise aided by 
attendants while getting out into the chair or onto the 
commode and when returning to bed. 

In the light of our present knowledge there would ap- 
pear to be little evidence suggesting any true merit to the 
age-old custom of confining to bed, for months at a time, 
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patients with acute myocardial infarction or with acute 
congestive heart failure. In fact, such needless restric- 
tions have been the subject of considerable recent adverse 
comments by several cardiologists whose opinions are 
generally well respected, recommending that persons 
with acute cardiac conditions be managed according to 
more physiological principles. 

More than a decade ago, Perrera and Berliner,** while 
studying the effects of postural changes on the dynamics 
of blood flow, observed that recumbency resulted in cir- 
culatory changes comparable to those seen during the 
slow administration of a continuous infusion. By these 
and other studies,'° recumbency has been demonstrated 
to result in hypervolemia and hemodilution as well as an 
increase in venous pressure arising from the migration 
into the blood channels of extravascular tissue fluid. The 
increase in cardiac load resulting from such increases in 
circulating blood volume, although usually transient, rep- 
resents a further stress upon the already overburdened 
myocardium. Because acute pulmonary congestion fre- 
quently follows these episodes of temporary circulatory 
imbalance, it would appear reasonable to avoid complete 
recumbency in order to lessen whenever possible the 
work of the heart in patients who are acutely ill with 
cardiac disease. The gravitational effect on the fluid of a 
person sitting erect would result in a pooling of fluid in 
the extremities, whereas gravitational forces acting on a 
recumbent person result in a migration of edema fluid 
into the pulmonary tissues with resultant respiratory em- 
barrassment. 

The maintenance of adequate circulation in a normal 
erect person involves the integrity of the following fac- 
tors: peripheral arterial vasoconstriction, venous tone, 
intramuscular pressure, capillary permeability, and the 
total circulating blood volume. Deitrick *” observed def- 
inite deterioration of these necessary mechanisms in per- 
sons kept strictly recumbent and/or immobilized for long 
periods. An increase in the resting pulse rate and marked 
decreases in exercise tolerance were noted. A period of 
three to four weeks was required after prolonged recum- 
bency before most physiological functions in these sub- 
jects returned to control levels, while the resting pulse 
rate often required as long as six weeks to return to con- 
trol levels. 

We have observed, as did Levine and Lown, that no 
such periods of compensatory readjustment or conva- 
lescence have been needed by patients with myocardial 
infarction treated by rest in a chair, when they become 
ambulatory. Preservation of muscular and vascular tonus 
is apparently adequately accomplished through the use of 
supportive leg wrappings, extremity exercises, and the 
freedom of movement of the extremities made possible 
by the dependent position of the legs while the patient is 
resting in the chair. 

The chair rest regimen can in no way be deemed re- 
sponsible for any of the complications, or for the three 
deaths that occurred in this group. On the contrary, this 
manner of treatment has appeared to be instrumental in 
achieving an uncommonly low mortality (10% ). The 
minimal incidence of complications as well as the main- 
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tenance of high patient morale noted during this treat- 
ment have contributed greatly toward shortening the 
rehabilitation or convalescent period and have offered a 
more favorable ultimate prognosis. 

Although no prognostic inferences are possible from 
sucha limited number of cases, it is hoped that this group, 
together with those previously reported by Levine,** may 
serve as further evidence that benefit rather than harm 
will come to patients with acute coronary occlusion who 
are properly treated out of bed sitting up in a chair so that 
true physiological rest for the heart may be obtained. 


SUMMARY 

Thirty consecutive patients with proved myocardial 
infarction have been treated by the chair rest regimen. 
Among the advantages of the chair rest regimen in the 
treatment of myocardial infarction are: (1) lower mor- 
tality, (2) minimal incidence of complications, (3) im- 
proved patient morale, and (4) shorter convalescence 
with more rapid rehabilitation and return to gainful 
work. None of the complications occurring during treat- 
ment nor any of the three fatalities were attributable to 
the regimen of chair rest care. 

The observations in this series of patients agree with 
findings of others that persons with acute coronary occlu- 
sion who are allowed to sit up in a chair receive more 
complete mental and physical rest, with fewer complica- 
tions and a lower mortality rate as a result. 

726 Broadway, Seattle 22 (Dr. Wilson). 

10. (a) De:trick, J. E.*» (6) Thomas and Harr’son.* 





Resection in Pulmonary Tuberculosis—From an experience 
with more than 200 patients with pulmonary tuberculosis treated 
with resection, including . . . children and adolescents and 
many poor risks in tuberculosis-vulnerable groups, the tendency 
. . . has been to widen rather than to restrict its use....A 
prolonged period of bed-rest and antibacterial medication has 
to be applied before and after operation, especially in patients 
with initially widespread disease, to allow time for caseous foci 
in the nonresectable portions of the lungs to undergo as com- 
plete healing as possible. Resection of the major focus of dis- 
ease does not shorten the time of healing of caseous foci in the 
remaining lung, and we know only too well how much diseased 
tissue is left after the major focus is removed. . . . The indica- 
tions and contraindications of the operation are often dictated 
by the capacity of the lungs to compensate functionally for the 
parts removed, a vital consideration in patients of older age 
groups. In younger patients the use of resection is dictated not 
only by the type and extent of the disease but also by prognostic 
implications associated with tuberculosis, even of limited ex- 
tent, in certain age and racial groups. That months or years 
after a technically successful operation a patient may suffer 
relapse does not necessarily reflect poor judgment on the part 


- of the physician or lack of skill on the part of the surgeon. 


The aim of resectional surgery is to remove grossly destroyed 
portions of the lung which are potentially dangerous to the 
patient. The removal of such diseased tissue helps the pa- 
tient to weather a critical period; it does not alter the patient's 
innate susceptibility to subsequent reactivation of latent foci 
or to the development of new foci. Of prime importance 

. is the timing of medical and surgical procedures so that 
one supplements the other—E. H. Rubin, Therapy of Pul- 
monary Tuberculosis with Special Reference to Antimicro- 
bial Treatment and Resection, Annals of Internal Medicine. 
March, 1954. 
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PROBLEM OF MITRAL VALVE DISEASE 


L. E. January, M.D., George N. Bedell, M.D. 


Rolland D. Bateman, M.D., lowa City 


The problem of mitral valve disease today is insep- 
arably linked with the spectacular success of the surgical 
treatment of mitral stenosis. However, this brilliant ap- 
proach to the problem should not obscure the fact that 
in the final analysis the main concern still lies with the 
unsolved mysteries of rheumatic fever. The mitral prob- 
lem will be resolved not by a surgical technique but by 
exact knowledge of the underlying mechanisms of rheu- 
matic fever and the discovery of means for its specific 
treatment and prevention. In fact, at the present time 
newer approaches to the prevention of rheumatic fever 
and its recurrences merit as much emphasis and need as 
careful evaluation as the surgical aspects of the problem. 
If our present attack on this aspect of the problem proves 
success-ul and if it is true, as we believe, that the inci- 
dence of rheumatic fever is declining in this country, the 
peak of the surgical problem with mitral stenosis may 
soon be reached, insofar as the number of cases is con- 
cerned. Our perspective need not be warped unneces- 
sarily by past and even present emphasis on the dire 
consequences that follow in the wake of established 
mitral stenosis. Current information suggests that in only 
about 10% of the cases of rheumatic heart disease does 
“pure” mitral stenos:s develop.' It is encouraging that 
the 20 year study of 1,000 patients with rheumatic fever, 
reported by Bland and Jones,* showed that 70% of the 
group were still alive at the end of that period. The 
majority of them were remarkably well. Three out of 
four of the survivors had little or no limitations. Of the 
117 patients in whom “pure” mitral stenosis developed, 
only 12 had evidence of serious pulmonary conse- 
quences. Data are not available on the number whose 
death was directly attributable to mitral stenosis, but 
significantly the vast majority died from congestive heart 
failure early in the course of the disease. Familiarity 
with the natural history of disease is always exceedingly 
important, but never more so than in the attempt to 
assign the proper value to a new form of therapy. The 
facts known at this time suggest that mitral stenosis, 
although often slow in its evolution, is not necessarily a 
relentlessly progressive disease. There is no valid reason 
to consider the mere existence of obvious “pure” or 
preponderant mitral stenosis as an indication for mitral 
valvotomy in spite of the relative safety with present 
techniques in good risk patients. Even the best post- 
operative result is no better than the lot of the asympto- 
matic or near asymptomatic control. Further information 
on the life span of patients with mitral stenosis and 
longer-term observation of patients operated on during 
the past five years may change this attitude. 

It is generally agreed that ideally the best result will 
be obtained when the patient has “pure” mitral stenosis, 
that situation characterized by overaccessibility of the 
heart at the pulmonary conus area, an apical diastolic 
thrill, accentuation of the mitral first and pulmonary 
second sounds, the classical apical rumbling diastolic 


murmur with presystolic crescendo accentuation, and 
fluoroscopic evidence of mild to moderate left auricular 
enlargement, often with right ventricular enlargement as 
well. The Graham Steell murmur may or may not be 
evident. Also acceptable are those patients in whom 
mitral stenosis is the dynamically preponderant lesion 
but in whom mitral regurgitation or aortic valve disease 
is insufficient to enlarge the left ventricle significantly. 
Slight murmurs indicative of these other conditions do 
not necessarily exclude patients from consideration. A 
few patients with combined mitral and tricuspid stenosis 
have had both lesions successfully operated on. 


CLASSIFICATION 


With these broad general principles in mind, a clinical 
classification is useful in selecting patients for operation. 
For this purpose, the classification proposed by Harken 
and associates * has proved useful. With minor additions, 
it is as follows. 

Group | consists of patients with evidence of mitral 
stenosis, but no significant symptoms or limitations. 
This group imposes a grave responsibility, not only on 
the physician but on the patient as well. Both must 
assume responsibility for objective appraisal of any evi- 
dence of progression of the disease to the end that signs 
of deterioration are recognized and surgery performed 
at the optimal time. Until evidence of deterioration 
appears, these patients are not now recommended for 
surgical treatment. For obvious reasons, they comprise 
a relatively small group among those now seeking relief, 
but they are being seen daily, or will be, in physicians’ 
offices. 

Group 2 includes patients whose activity is clearly 
limited by exertional dyspnea or unusual fatigue and 
who may on occasion experience acute paroxysms of 
dyspnea or cough in response to the stress of over- 
exertion, respiratory infections, pregnancy, and the like. 
They do not have evidence of frank congestive heart 
failure. In some auricular fibrillation may have devel- 
oped. These patients should be referred to the surgeon. 
Although their situation may appear at the time to be 
static, chance overwhelmingly favors progression of the 
disease, and the best long-term result can be expected 
before the heart has become greatly enlarged. 





From the Cardiovascular Laboratory, Department of Internal Medicine, 
College of Medicine, State University of lowa. 

Read before the Sections on Cardiovascular Disease and Surgery, 
Seventh Clinical Meeting of the American Medical Association, St. Louis; 
Dec, 3, 1953. 

J. W. Culbertson, M.D., Director, Cardiovascular Laboratory, and J. L. 
Ehrenhaft, M.D., Thoracic Surgeon, State University of lowa, permitted 
certain data to be reported. 

1. Andrus, E. C.: Selection of Patients with Mitral Stenosis for Sur- 
gical Treatment (Valvulotomy), Mod. Concepts Cardiovas. Dis. 20: 116- 
117, 1951. 

2. Bland, E. F., and Jones, T. D.: Rheumatic Fever and Rheumatic 
Heart Disease: 20 Year Report on 1,000 Patients Followed Since Child- 
hood, Circulation 4: 836-843, 1951. 

3. Harken, D. E., and others: Responsibility of Physician in Selection 
of Patients with Mitral Stenosis for Surgical Treatment, Circulation 
&: 349-362, 1952. 
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Group 3 includes patients whose condition has de- 
teriorated to the point of progressive exertional dyspnea 
and orthopnea. Many have had one or more episodes 
of congestive heart failure. They are prone to experience 
the pulmonary crises of mitral stenosis, characterized 
by paroxysms of acute dyspnea and pulmonary edema, 
with or without significant hemoptysis. Many more of 
this group exhibit auricular fibrillation, and a few have 
had embolic accidents. Surgery for this group is urgent. 

Group 4 consists of the severely incapacitated, often 
bedridden patients. The evidence of right ventricular 
failure usually is prominent, although the respiratory 
difficulties may be no greater, or even less, than in 
group 3. A far greater number of these patients have 
established auricular fibrillation, and the incidence of 
embolic accidents is higher than in preceding groups. 
Surgery for this group is indicated, even though the 
mortality is higher and the likelihood of a good result 
is diminished. They are seriously, often terminally, ill, 
but the number, even though smaller, who will benefit 
from valvotomy justifies the hazard of operation. Inten- 
sive preoperative measures designed to control cardiac 
failure are indicated. 

At first glance, it might not seem difficult to classify 
patients by such a scheme, thereby making the eval- 
uation for surgery a relatively easy matter. However, 
when the contraindications of active rheumatic heart dis- 
ease, subacute bacterial endocarditis, and accompany- 
ing serious valvular lesions are considered, the problem 
often becomes complex. The lack of a specific test 
for rheumatic activity is keenly felt in this situation. 
Even the recognition of subacute bacterial endocarditis, 
although generally not difficult, can be confusing in 
patients where anemia, low grade fever, albuminuria, 
pulmonary infections, and possible rheumatic activity 
may complicate the evaluation. The pathologist has not 
strengthened our position in regard to rheumatic activity 
when judged by the study of auricular biopsy material 
obtained at operation. McNeely, Ellis, and Harken + 
have recently reported on 183 such biopsies in which 
Aschoff lesions were identified in 45%, although none 
of the patients had clinically obvious active rheumatic 
fever preoperatively. They conclude. that, if the Aschoff 
lesion is, as generally regarded, a characteristic of active 
rheumatic inflammation, the currently available clinical 
techniques are not specific enough to demonstrate it. 





4. McNeely, W. F.; Ellis, L. B., and Harken, D.°E.: Rheumatic 
“Activity” as Judged by Presence of Aschoff Bodies in Auricular Append- 
ages of Patients with Mitral Stenosis: II. Clinical Aspects, Circulation 
8: 337-344, 1953. 

5. Abelmann, W. H.; Ellis, L. B., and Harken, D. E.: Diagnosis of 
Mitral Regurgitation: Evaluation of Clinical Criteria, Fluoroscopy, Phono- 
cardiogram, Auricular Esophagogram and Electrokymogram, Am. J. Med. 
15: 5-24, 1953. 

6. Ames, W. H.; Theilen, E. O.; Ehrenhaft, J. L., and Culbertson, 
J. W.: Study of Left Atrial Pressure Waves in Relation to Pulmonary 
“Capillary” Pressure Waves in Patients with Mitral Stenosis, J. Clin. 
Invest. 31: 614-615, 1952. 

7. Bedell, G. N., and others: Value of Pulmonary “Capillary” and 
Left Atrial Fressure Pulse Waves in Assessing the Degree of Mitral 
Regurgitation in Patients with Mitral Stenosis, J. Clin. Invest. 32: 554, 
1953. 

8. Bedell, G. N.; Wild, J. B.; Ehrenhaft, J. L., and Culbertson, J. W.: 
Characteristics of Left Atrial Pressure Pulse Waves Recorded at Thora- 
cotomy from Normal Human Hearts and from Those with Mitral Stenosis 
and Regurgitation, J. Lab. & Clin. Med. 42: 781-782, 1953. 
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EVALUATION FOR SURGERY 


Minor degrees of aortic stenosis, aortic regurgitation, 
or mitral regurgitation do nct contraindicate operation. 
Since the dynamic consequence of all three lesions is 
left ventricular hypertrophy, estimation of significant 
enlargement of the left ventricle becomes paramount 
in the evaluation for surgery. In many instances left 
ventricular enlargement is determined easily by physical 
examination, and, when coupled with other physical 
signs, the diagnosis and its significance presents no 
problem. In some instances where, for one reason or 
another, the chief physical signs of accompanying lesions 
are auscultatory, special techniques of examination are 
required. These commonly include roentgenography, 
fluoroscopy, electrocardiography, and cardiac catheteri- 
zation. In addition, the electrokymogram, the phono- 
cardiogram, and the ballistocardiogram have been used. 

Even so, all too often the surgeon at operation has 
found us wanting in our ability to evaluate certain ac- 
companying lesions preoperatively. In this era, the Gra- 
ham Steell murmur has become something more than 
an interesting phenomenon in sophomore physical diag- 
nosis. It requires positive differentiation from the high- 
pitched diastolic murmur of aortic regurgitation that 
may encroach on the same area of the precordium. No- 
where has this dilemma of accompanying valvular lesions 
proved more embarrassing than in our failure to recog- 
nize significant mitral regurgitation as coexistent with 
mitral stenosis. This problem, unfortunately, is not yet 
solved, but certain deficits in the traditional criteria have 
become apparent. Our experience in this regard, insofar 
as it applies, is in agreement with the report of Abel- 
mann and associates. The recognized difficulty of the 
fluoroscopic or radiographic demonstration of significant 
left ventricular enlargement in the presence of right 
ventricular enlargement has been reinforced. Fluoro- 
scopically observed systolic expansion of the left auricle 
has been both falsely positive and falsely negative. The 
demonstration of marked left auricular enlargement has 
not necessarily indicated significant mitral regurgitation. 
Significant left ventricular enlargement has been seen 
when the electrocardiogram was characterized only by 
changes incident to right ventricular enlargement. The 
intensity of the apical systolic murmur has not been an 
infallible guide. Fatigability that overshadows dyspnea 
has not been distinctly associated with mitral regurgita- 
tion. Early in our experience, we were hopeful that 
recording of the pulmonary “capillary” pressure pulse 
wave by cardiac catheterization would prove helpful in 
assessing the degree of mitral regurgitation.® Still later, 
it seemed to us that the direct registration of left atrial 
pressure waves through a needle inserted via the auric- 
ular appendage at thoracotomy and prior to cardiotomy 
might reveal excessive mitral regurgitation.’ Further 
studies on 36 patients in whom pressure waves were 
obtained from a catheter in the left auricle at cardiotomy 
suggest that it is not always possible by this method to 
recognize significant mitral regurgitation coexistent with 
mitral stenosis.* 

Thus no single criterion is adequate for the preopera- 
tive recognition of a degree of mitral regurgitation suffi- 
cient to contraindicate valvotomy for mitral stenosis. 
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The most reliable combination in our experience has 
been the demonstration of definite left ventricular en- 
largement by physical examination, roentgenogram, flu- 
oroscopy, or electrocardiogram, without concomitant 
aortic valvular disease, hypertension, or cardiac failure, 
coupled with an apical systolic murmur of grade 3 
intensity or louder. A combination of two or more of 
these presumptive signs suggests extreme conservatism 
in recommending exploratory cardiotomy until such time 
as surgical procedures for dealing with mitral regurgi- 
tation are better than they are now. 


TABLE 1.—Cardiac Mechanism Before and After Valvotomy 


No. of 
Preoperative Postoperative Patients 
Sinus rhythm GRE: TE Rikikccevdccdcesswsccs 22 
Sinus rhythm Paroxysmal auricular fibrilla- 15 
tion 
Sinus rhythm Chronie auricular fibrillation.. 3 
Chronie auricular Chronie auricular fibrillation.. 23 


fibrillation 


CARDIAC CATHETERIZATION 

The failure of cardiac catheterization to solve the 
diagnostic problem of mitral regurgitation has been 
mentioned. Although the procedure has added greatly 
to our knowledge of the hemodynamic alterations from 
mitral stenosis and has provided objectivity for assessing 
the gains from mitral valvotomy, it is not routinely 
required in the evaluation of patients for surgery. It is 
of value in certain patients in whom, for one reason or 
another, the indication for operation is uncertain. There 
is little gain from operation for a patient whose right 
ventricular, pulmonary artery, and pulmonary “capil- 
lary” pressures are essentially normal. Furthermore, 
catheterization can provide useful information when the 
suspicion of coexistent tricuspid disease arises. 


SURGICAL TREATMENT 


Experience with the surgical treatment of mitral ste- 
nosis at the State University of lowa Hospitals concerns 
71 patients in whom the lesion was considered operable. 
There were 18 men and 53 women between the ages 
of 19 and 56 years. Every effort was made preopera- 
tively to exclude all patients with any contraindication 
to valvotomy. Nevertheless, on the basis of the surgeon’s 
impression by digital examination at cardiotomy, we 
failed in seven instances to recognize a contraindicating 
degree of mitral regurgitation. In one instance, calcifica- 
tion of the left auricular wall was far more extensive 
than was estimated preoperatively, and the surgeon could 
not safely make the approach for cardiotomy through 
either the auricle or a pulmonary vein. Thus, 63 patients 
with pure or predominant mitral stenosis had mitral 
valvotomy, mostly by the finger fracture technique. The 
vast majority were classified as group 3, with a few 
falling into groups 2 and 4. No group 1 patient has been 
so treated. 


It is evident from table 1 that there was a significant 
incidence of auricular fibrillation in this series of pa- 
tients. More than one-third of them had established 
auricular fibrillation before operation, while in nearly 
another third paroxysmal fibrillation developed or auric- 
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ular fibrillation was established postoperatively. In the 
latter group of 18 patients, it was possible to restore 
normal rhythm in 15. 

Complications. — The postoperative complications 
have not been unusual ones and the surgical mortality was 
less than 5%. The complications are listed in table 2, 
and except for the “postvalvotomy syndrome” they 
require little discussion. We prefer to use this descriptive 
term at this time despite the temptation to conclude that 
it represents reactivation of rheumatic fever. It is char- 
acterized by the onset, after a variable latent period 
usually of one to four weeks, of chest pain and fever, 
sometimes combined with congestive heart failure, mus- 
cle aching, arrhythmias, profuse diaphoresis, and mental 
depression. The chest pain may be severe and diffuse 
and may be aggravated by respiration and body move- 
ments, while the temperature may rise to 104 F. In our 
patients, the syndrome has been short-lived, usually no 
longer than 10 days, although a sense of well-being may 
not return for several weeks. Four of these patients 
received no antirheumatic drugs. Two received salicy- 
lates for a short period. All recovered, but the effect of 
the complication on the ultimate result is not clear at 
this time. The clinical features of the syndrome are not 
wholly characteristic of rheumatic fever. It has not been 
associated with a recognized group A beta hemolytic 
streptococcic infection. All patients received penicillin 
prior to its onset and some up to the time of onset; 
nevertheless, rheumatic activity may be the explanation. 
In this series it occurred in 6 of 63 patients (10%). 
Bercu® reports a similar syndrome in like incidence in 


TABLE 2.—Postoperative Complications in Sixty-Three Patients 
Who Had Valvotomy 


No. of 
Complication Patients 
Auricular fibrillation 
PI sciatic cctaabe seinen JerbinedaebeaBeuebaws 15 
elec ncaa ess communes batew ke eases seni ween ble 3 
Cardiac failure 
EE atandncchatdewaheah une eaeeesScbaenns aves net 7 
Increased over preoperative status.................e008 3 
en Fe ae eee 8 
i gE Ra 6 
Systemic embolic accidents 
ths intcct ceinninediansdbdneieb cienees sabes 3 


Significant mitral regurgitation....................eeceees 3 
ee oon cod dnceeveusytasectsectaces 2 
I CIE Ginn kd bda vs chnwcadncesccpccntcvss 2 
Reactivation of rheumatic fever (probable)............... 1 


Deaths 
Acute cardiac failure at surgery.................ccs0000 1 
Cardiac failure 1 week postoperatively................ 1 
EE WI iwdcdecbeteeesenssteacseusanassesdenhad 1 


75 patients and states that it does not influence the 
ultimate result of valvotomy, although improvement is 
delayed. Soloff and associates'® report a similar syn- 
drome with an incidence of 24%. One of our patients, 
with similar chest pain, fever, intensification of cardiac 
failure, and migratory polyarthritis had a severe and 





9. Bercu, A. B.: Postoperative Syndrome Following Mitral Valvulo- 
plasty, J. Lab. & Clin. Med. 42: 783, 1953. 

10. Soloff, L. A., and others: Reactivation of Rheumatic Fever Follow- 
ing Mitral Commissurotomy, Circulation 8: 481-493, 1953. 
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protracted course and required large amounts of salicy- 
late. His case is classified as a probable example of 
rheumatic activity. 


FUNCTIONAL STATUS 


The present functional status of 40 of these patients, 
six or more months after operation, is shown in table 3. 
There are no wholly satisfactory clinical criteria for 
evaluating the result. In approaching this problem with 
this series of patients, we have considered the fact that 
all were ill preoperatively, the vast majority having 
reached the stage at which cardiac drug administration 
and regimens were necessarily in force. Consequently 
we did not consider it essential for an excellent result 
that the patient must no longer require any cardiac 
medication. Instead, the result is called excellent when 
a patient was restored to a normal productive life with- 
out obvious limitations. Nineteen patients (47.5%) 
fulfill this criterion. The improved group, 11 patients 
(27.5% ), falls short of this goal, but the progress of 
their symptoms has been stopped and they have many 
fewer limitations. One improved patient, aged 51, aptly 
categorized this group when he stated, “No I’m not 
completely well, but the clock has been turned back 10 


TABLE 3.—Present Functional Status of Forty Patients 
Six Months or More After Valvotomy 


No. of 
Patients’ Condition Patients % of Total 
SIE nannies clnaseeid-dblieameceteeatniphtes 19 47.5 
PNET t-uvasinn ccsnwivcbaednnevnneinnadian ll 27.5 
NED Lic Ch dnc uendiddusisdresucehtenne 4 10.0 
RR See ee ar pee tea 2 5.0 
Dead (died during surgery)............... 2 5.0 
Be Is i edereedes cicvceteewiecudives 2 5.0 


years.” Thus, 75% have been benefited. Four patients 
(10% ) were not improved, while two (5%) were worse 
because of increased mitral regurgitation. Two patients 
(5%) died as the result of surgery, one from acute 
heart failure on the operating table and one from heart 
failure a week later incident to increased mitral regurgi- 
tation. Two patients have failed to return for evaluation. 


POSTOPERATIVE MANAGEMENT 


It is beyond the scope of this discussion to enter into 
the details of immediate postoperative management or, 
for that matter, into the later management. A few gen- 
eral remarks are, however, in order. 

We believe that, if patients have required cardiac 
drugs and sodium restriction to control arrhythmias 
and/or cardiac failure prior to operation, these meas- 
ures should be continued during the first month or two 
after operation before efforts are made to withdraw 
them. When it becomes obvious that the condition is 
stabilized and that the patient is improved, such therapy 
is then modified and discontinued whenever possible. 
We make no effort to restore established auricular fibril- 
lation to a normal mechanism for one or two months. 
Patients in whom paroxysmal auricular fibrillation de- 
velops postoperatively continue to receive a maintenance 
regimen of quinidine for several weeks, even though they 
leave the hospital with sinus rhythm. 
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Once it has been determined that a patient should 
have an operation, the nature of mitral stenosis is ex- 
plained and he is told frankly that surgery is palliative, 
not curative. The expected benefits of successful opera- 
tion are stressed. This approach simplifies postoperative 
management. We wholly support the philosophy that 
emphasis is to be placed on how much and not how little 
the cardiac patient can do. Patients are encouraged to 
extend their activity to determine tolerance for them- 
selves. This obviates routine restrictions, many of which 
may be unnecessary. Some patients, exceedingly limited 
or overcautious before operation, require encouragement 
before they will exert to their maximal capabilities after 
operation. 

COMMENT 

Valvotomy for mitral stenosis represents one of the 
truly great advances in medicine in this generation. The 
strikingly good results in properly selected patients have 
become almost legendary. Already there is hope that 
other rheumatic valvular lesions can be treated by sur- 
gical means. Enthusiasm should not obscure the fact 
that, however excellent the result from mitral valvotomy, 
the patient still has mitral disease, in fact usually a 
residual degree of mitral stenosis. Most patients require 
continued medical supervision, and most should continue 
to practice sensible restriction of activity, performing up 
to their tolerance to be sure, but avoiding activity that 
produces exertional dyspnea and cough, significant 
tachycardia, and excessive fatigue. Furthermore, there 
is no reason to believe that the operation will make it 
less necessary to recognize and adequately treat group A 
beta hemolytic streptococcic infections in these patients 
or that the risk of recurrence of rheumatic fever will be 
changed. The patient’s and the physician’s responsibility 
for the prophylaxis of subacute bacterial endocarditis 
or its early recognition and adequate treatment has not 
been ended. 





The Metabelism of Fats——From the height the enzyme chem- 
ist has scaled in elucidating the oxidation of fatty acids he can 
see other eminences which may be approachable by similar 
tactics. The reverse of this oxidation process, i. e., the synthesis 
of long-chain fatty acids, proceeds in somewhat the same way 
as the synthesis of cholesterol and other steroids, of plant caro- 
tenoids (e. g., vitamin A) and of rubber. All these synthetic 
processes appear to depend upon the combination of the same 
fundamental units. They differ only in detail. In fatty acid syn- 
thesis carbon atoms join together in a linear arrangement like 
beads on a string. In carotenoid synthesis the only difference 
is that side spurs of carbon atoms are attached at regular inter- 
vals along the string. In cholesterol synthesis the string loops 
around and forms a series of rings. From what has been learned 
about the enzymes participating in fatty acid oxidation there is 
good reason to believe that it will be possible to carry out these 
synthetic processes artificially with isolated enzymes within the 
next five to 10 years. Our new knowledge about fatty acid oxi- 
dation may also eventually help to explain some mysteries of 
diabetes. Many diabetics are unable to oxidize fats completely; 
their urine contains abnormal amounts of products of partial 
oxidation. Furthermore, the amount of fat in their tissues de- 
clines to a very low level. Injections of insulin enable these 
patients to carry the oxidation to completion and increase re- 
markably their capacity to synthesize and deposit fat. It seems 
altogether likely that a block in the enzyme systems involved 
in the synthesis of fat plays a substantial part in diabetes.— 
D. E. Green, The Metabolism of Fat, Scientific American, Janu- 
ary, 1954. 
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Although Samways ' suggested over 50 years ago that 
mitral stenosis should be surgically correctible since it is 
a mechanical obstruction, 25 years elapsed before the 
first clinical attempt at mitral valvotomy was reported by 
Cutler and Levine.*? Soon thereafter, mitral commissur- 
otomies were attempted by Allen and Graham,’ Pribram,* 
and Souttar.® Of 10 patients operated on by these sur- 
geons, only 2 survived, and only one of these 2 was 
improved by the operation.’ Such disheartening results 
discouraged further clinical trials until the recent con- 
structive efforts of pioneers like Smithy,° Bailey,’ Harken 
and associates,* and Baker, Brock, and Campbell,® who 
made successful surgical relief of mitral stenosis a reality. 
Their success may be attributed to the fact that, in per- 
forming valvotomies by making the incision at the point 
of fusion of the leaflets (commissures ), instead of insert- 
ing the valvotome into the heart at random, as was done 
by the earlier cardiac surgeons, they were able to over- 
come the devastating effects of the stenosis without pro- 
ducing mitral insufficiency. 

The first successful surgical attempt to correct aortic 
stenosis was reported by Tuffier '° in 1913, fully a dozen 
years before the first successful mitral commissurotomy. 
This was accomplished by digitally invaginating the 
aortic wall and dilating the valve. It was another quarter 
of a century, however, before interest in this procedure 
was revived by Smithy and Parker.'* Smithy himself died 
of the disease in 1948. Within the last few years, numer- 
ous techniques for aortic valvotomy have been described. 
The method of Bailey and associates ** has proved most 
satisfactory in our experience. 

Although rapid advances have been made in recent 
years in the surgical treatment of aortic and mitral sten- 
osis, present methods do not yet provide completely 
satisfactory results. For this reason, it seems expedient 
to review our results from time to time in an effort to 
improve them. This report is concerned with a review of 
results obtained in 110 patients subjected to mitral val- 
votomy and 5 patients who underwent aortic valvotomy 
between March, 1951, and November, 1953. 


MITRAL STENOSIS 


Selection of Patients.—Primarily, patients with evi- 
dence of mitral stenosis in relatively “pure” form were 
selected for mitral valvotomy, but moderate degrees of 
mitral insufficiency were not considered contraindication 
to operation. The method of preoperative clinical evalu- 
ation of these patients has been previously described.** 
Although cardiac catheterization was performed rou- 
tinely in the first 30 consecutive patients, it has since 
been employed only in doubtful cases. Elevation of pul- 
monary arterial and pulmonary capillary pressures with 
the patient at rest, and particularly after exercise, was 
demonstrated by these studies. In general, the degree of 


functional incapacity was reflected in cardiac output, 
which was below normal in most patients during rest and 
after exercise. In our series, the size of the valve was cal- 
culated to be less than 1.5 sq. cm. (normal being 4 to 6 
sq. cm.); this closely approximated the size estimated 
by palpation at operation. 

Of considerable value in selection of patients for com- 
missurotomy are radiographic studies. Right ventricular 
and left atrial enlargement and dilatation of pulmonary 
arteries are characteristic of mitralization of the cardiac 
contour. If there are no associated valval lesions, the left 
ventricle is not enlarged. In mitral stenosis, the left atrium 
is seen as a chamber of moderate diameter indenting the 
esophagus over a relatively short distance, whereas, in 
mitral insufficiency, the left atrium is enormously dilated. 
The typical rumbling diastolic murmur of mitral stenosis 
has, in our experience, proved to be the most valuable 
single diagnostic aid in selection of patients for commis- 
surotomy. 

Preoperative Preparation.—Preoperative preparation 
of patients in this series consisted in digitalization, use 
of a salt-restricted diet, and administration of mercurial 
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diuretics. One hour before operation 3 to 6 grains (0.2 
to 0.4 gm.) of quinidine sulfate was given orally, but 
this prophylactic dose was administered only to patients 
with sinus rhythm. In the present series, only occasionally 
was it necessary to administer quinidine lactate during 
anesthetization. 


Technical Considerations.—Since the operative tech- 
nique has been previously presented in detail,'* it will be 
only briefly described here. With the patient supine on 
the operating table, the left shoulder slightly raised, and 
the left arm suspended from an overhead frame, a curved, 
anterior, submammary incision is made on the left side 
and the pleural cavity entered through the fourth inter- 
costal space. The fourth costal cartilage is divided, and 
a self-retaining retractor is inserted. The left lung is par- 
tially collapsed, and an incision is made in the pericar- 
dium anterior and parallel to the phrenic nerve and ves- 
sels. This adequately exposes the pulmonary artery and 
left auricular appendage. The pressures in the pulmonary 
artery, left atrium, and aorta are determined directly. A 
purse-string suture of 0 nonabsorbable surgical suture is 
placed about the base of the atrium to control hemor- 
rhage, should this become necessary. Across the base of 
the appendage is placed a noncrushing clamp; near its 
apex is made an incision large enough to accommodate 


TABLE 1.—Functional Classification (New York Heart Associa- 
tion) of 110 Patients Undergoing Mitral Valvotomy 


No. of 


Class Patients % 
Di Labdbaithgidda dane cobeswatecelpsvcinnts 0 0 
ie cade genm ¢dave turds 166e ran enerets site 8 7 
i Sinitibtndakektskesverentiesteee anaes 58 53 
GD camenwswndseinescevseccendeessvcienes 44 40 


the index finger snugly. If atrial thrombosis is suspected, 


‘the auricular clamp is released briefly to permit the flow 
‘of blood to flush out any loosely attached thrombi. As 
‘the auricular clamp is slowly removed, the index finger 


is inserted into the cardiac chamber. The atrium is then 
explored to determine the presence of mural thrombi, the 
elasticity and suppleness of the leaflets, the presence of 
calcification of the valve, and the degree of mitral regur- 
gitation. Digital pressure and dissection are usually suf- 
ficient to split the commissure, but, at times, a special 
valvotome may be needed to start the incision. The finger 
is left in the mitral orifice for no longer than four or five 
heartbeats to prevent prolonged impediment of blood 
flow. After commissurotomy, the finger is withdrawn into 
the atrium, where regurgitation may be palpable during 
systole. The finger is withdrawn from the heart at the 
same time that the auricular clamp is reapplied. The 
purse-string suture is then removed, and the auricular 
appendage is amputated. A double row of interrupted 
sutures is used to close the auricular opening. Pressures 
in the pulmonary artery, left atrium, and aorta are again 
measured for comparison with those taken before val- 
votomy. The edges of the pericardial incision are approx- 
imated with a few interrupted sutures permitting pericar- 
dial fluid to drain into the pleural cavity. For under water 
drainage, an intercostal catheter is inserted in the pleural 
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cavity, and the incision is closed in layers. Blood trans- 
fusions have seldom been necessary. 


Postoperative Care.—The digitalization and salt re- 
striction employed preoperatively are continued post- 
operatively. Patients with preoperative sinus rhythm are 
given 3 grains of quinidine sulfate every four hours post- 
operatively for four to six weeks as a precaution against 
the development of auricular fibrillation. 


Analysis of Cases—About three-fifths of the patients 
(69 patients) were under 40 years of age and two-fifths 
(41 patients) over 40 years; the youngest was 16 and the 
oldest 58 years of age. In general, the best results were 
obtained in patients between 25 and 35 years of age. 
Results were good in 57 (83%) of the 69 patients less 
than 40 years of age and were fatal in 3 (4% ). Results 
were good in only 22 (53%) of the 41 patients more 
than 40 years old, and 7 (17% ) in this age group died. 
Despite the higher fatality rate and the less satisfactory 
results in the older age group, the number of patients 
who obtained good results would seem to justify the 
operation. An excellent result was obtained in the oldest 
patient in this series, and considerable symptomatic relief 
followed operation in three other patients over 50 years 
of age. 

Since surgical intervention may well reactivate the 
rheumatic process in patients under 25 years of age, all 
young patients in this series were kept under careful 
observation for varying periods preoperatively for evi- 
dence of rheumatic activity. Symptoms suggestive of 
recurrence of rheumatic fever occurred postoperatively 
in four of the younger patients, but the recurrence was 
transitory. 

Extent of Cardiac Disability—The functional status 
of the patient’s cardiac condition was rated according to 
the classification of the New York Heart Association. 
Many of the patients were so severely incapacitated that 
they had been entirely bedridden for periods of 3 to 18 
months. Thus, 102 of the 110 patients were classified 
either as class 3 or 4 (table 1). As would be expected, 
results in class 3 were better than in class 4. Although all 
10 fatalities occurred in class 4 patients, the high pro- 
portion of good results (60% ) obtained would seem to 
warrant operative treatment for these patients, whose 
only alternative would be chronic invalidism or prema- 
ture death. 

Preoperative Embolism.—Preoperative evidence of 
peripheral embolism was observed in 16 patients, 7 of 
whom had multiple emboli. In 10, the emboli were in 
the cerebrum and were manifested by hemiparesis and 
partial aphasia. In the remainder, they were in the ex- 
tremities or viscera. Suggestive evidence of pulmonary 
infarction was noted preoperatively in seven patients, 
although it was equivocal in four. Fibrillation was pres- 
ent at the time of operation in 12 of the 16 patients. 
Postoperative embolization developed in three of the 
patients who had had previous emboli; it terminated 
fatally in two of these. The fact that embolism developed 
in only one of the 14 patients who survived the operation 
would suggest that valvotomy constitutes a possible pre- 
ventive measure against subsequent development of em- 
bolism in patients with mitral stenosis and a history of 
peripheral embolism, 
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Auricular Fibrillation —Whereas the presence of au- 
ricular fibrillation apparently increases the surgical risk 
and somewhat reduces the chances for a good functional 
result, valvotomy would, neverthless, seem indicated, in 
view of the percentage of good results obtained in our 
patients with fibrillation. Results were good in 60% (32 
patients) of 54 such patients in this series, as compared 
with 75% (42 patients) of 56 patients with preoperative 
sinus rhythm. All fatalities occurred in patients with 
fibrillation. 

Thrombi in the wall of the auricle, a frequent accom- 
paniment of auricular fibrillation, were demonstrated in 
31% (17) of our 54 patients with fibrillation. Embolism 
was detected shortly after operation in four of these; 
thrombosis may have been present in the right, as well 
as left, atrium in one of these four with involvement of 
the pulmonary vessels alone. In such patients, every effort 
should be made to minimize the danger of embolism. 

Valvotomy was performed in six patients in whom the 
left atrial wall was completely lined with thrombi. Re- 
covery was uneventful in five of these patients; the sixth 
died from cerebral embolism despite the fact that during 
intracardiac manipulation the anesthetist compressed the 
carotid arteries in an effort to guard against cerebral em- 
bolism. Temporary complete occlusion of the carotid cir- 
culation within the thorax, suggested by Bailey,’® was 
employed in nine patients, but this is not always suc- 
cessful, and it may have deleterious results. In this pro- 
cedure, it is essential that the duration of occlusion be 
less than two minutes and that the vessels be clamped 
only after the circulating blood has been completely 
oxygenated. Emboli may, of course, lodge elsewhere in 
the arterial system when temporary carotid occlusion 
is employed. Anticoagulants have not been employed in 
a sufficient number of our patients to permit accurate 
evaluation of these preparations, but we are inclined to 
doubt their usefulness for this purpose. 

Valval Calcification—A calcified mitral valve was 
discovered at operation in almost half the patients in this 
series (48% ). Our results suggest that valval calcifica- 
tion is not a contraindication to exploration. Thus, of 
the 53 patients with valval calcification, results were 
good in 31, fair in 10, poor in 4, and fatal in 8. Extensive 
calcification was evident in some, involving not only the 
commissures but also the valval leaflets, and in some ex- 
cessive calcification was detected at the commissures, 
usually the anterolateral one. Mild mitral insufficiency 
may result from splitting a calcified commissure. Emboli- 
zation of a calcified fragment did not occur in any of our 
patients, nor did bacterial endocarditis develop. Exten- 
sively calcified mitral valves may be determined 
preoperatively by fluoroscopy and roentgenography 
(see figure). 

Associated Valval Lesions.—Moderate to severe mi- 
tral insufficiency was present in about 25 of the patients 
in this series but was accompanied by relativeiy few other 
valval lesions. Although there was associated moderate 
aortic stenosis in three patients, simultaneous mitral and 
aortic valvotomies were not performed in any of these. 
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Death from thrombosis of the valve and sudden occlusion 
of the mitral orifice occurred 10 days postoperatively in 
one of these three. Excellent functional results were ob- 
tained in the other two, in one of whom subsequent 
aortic valvotomy may, however, be necessary. 

No evidence of aortic insufficiency was demonstrable in 
any of our patients, although the Graham Steell murmur 
of functional pulmonic insufficiency was detected in 26 
patients. The Graham Steell murmur disappears with 
the reduction of pulmonary arterial pressure by com- 
missurotomy. There was no evidence postoperatively of 
associated tricuspid or pulmonic valval lesions in any of 
our patients. 

The extent of associated mitral insufficiency in pa- 
tients with mitral stenosis is rarely magnified by correctly 





Roentgenogram of chest of 24-year-old woman with “pure” mitral 
stenosis and severe disability (class 4 cardiac). In spite of the exten- 
sively calcified mitral valve demonstrated in the film, valvotomy produced 
excellent results. 


performed mitral valvotomy. Mitral regurgitation, how- 
ever, seemed to increase after this operation in five of 
our patients, although functional improvement was grati- 
fying in all. Extreme care is indicated in commissural 
dissection to restore valval action and to relieve the 
stenosis without producing an incompetent valve. 


Pregnancy and Mitral Stenosis—Among the five preg- 
nant women in this series, there was a primigravida, 
aged 28 years, in the fourth month of pregnancy, with 
progressive disability and mild decompensation. She ob- 
tained an excellent functional result from valvotomy and 
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five months later delivered uneventfully a 7 Ib. (3,175 
gm.) normal infant.'* Another primigravida, aged 24 
years, in the third trimester of pregnancy, had had two 
attacks of severe pulmonary edema despite a rigid cardiac 
regimen. Sixty-two hours after valvotomy, performed 
during the 36th week of pregnancy, an infant weighing 
5 Ib. 10 oz. (2,551 gm.) was delivered uneventfully. 
Normal deliveries followed valvotomy during pregnancy 
in three other patients. On the basis of this experience 
with valvotomy in pregnancy, it is recommended that the 
operation be attempted in women with class 3 or 4 car- 
diac status in whom decompensation during delivery is 
expected to be serious. Under such circumstances, the 
optimal time for commissurotomy is prior to the fifth 
month of pregnancy. 

Blood Pressure Response.—The response is con- 
sidered good if there is an immediate reduction of 15 or 
20 millimeters of mercury in mean pulmonary arterial 
pressure as well as in the left atrial pressure, as deter- 
mined by measurements at the beginning and termination 
of valvotomy. In several of our patients with extremely 
high mean pulmonary arterial pressures (80 to 100 mm. 
Hg), there was no immediate drop in pulmonary arterial 
pressure after commissurotomy, even though the left 
atrial pressure fell significantly. This suggests that post- 
operative restoration of normal pulmonary pressure may 
be delayed by vascular changes in the pulmonary vessels 
of some patients with mitral stenosis. 


TABLE 2.—Analysis of 10 Deaths in Series of 110 
Mitral Valvotomies* 


Age, Aurie- 
i * ular 
and Fibril- Operative survival 
Case Sex lation Findings Time Cause of Death 
1 53 pm Mural thrombi; 30 hr. Aortic “saddle” 
M calcified valve embolus 
2 51 - Calcified valve 4 mo. Thrombosis mitral 
M valve: aortic 
“saddle” embolus 
3 49 oe Mural thrombi; 8 days Cerebral embolus 
F calcified valve 
4 31 oe Marked mitral 4 days Congestive failure 
F insufficiency 
5 47 ini Calcified valve 1 mo. Possible pulmonary 
F (Flutter) embolus 
6 33 ee Mural thrombi; 16 hr. Cerebral anoxia; 
M temporary ca- cerebral embo- 
rotid occlusion lus (?) 
7 47 on Mural thrombi; 10 days Cerebral infaret; 
F calcified valve pulmonary con- 
gestion 
8 37 oe Mural thrombi; 6 days Massive pulmonary 
M calcified valve embolus 
9 44 ee Mura) thrombi; 80 hr. Massive pulmonary 
M calcified valve embolus 
10 41 Ae Marked ecalcifi- 10 days Thrombosis mitral 
F (Inter- eation valve 
mittent) 





* All 10 patients who died were in class 4. 


Recurrence.—Mitral stenosis has not recurred post- 
operatively in any of our patients. Recurrence is believed 
to be rare, perhaps because the patients whose disease is 
quiescent are the ones chosen for operation.** Further- 
more, histological examination of excised auricular 
appendages has shown endocardial thickening and 





15, Cooley, D. R., and Chapman, D, W.: Mitral Commissurotomy 
During Pregnancy, J, A. M. A. 150: 1113-1114 (Nov. 15) 1952. 

16. Cooley, D. A.: Sequelae of Mitral Valvulotomy: Regurgitation or 
Recurrent Stenosis, Angiology 2: 591 (Dec.) 1951. 





J.A.M.A., May 15, 1954 


subendocardial infiltration with round cells in most 
specimens, Aschoff nodules being detected in only a 
few specimens. 

Functional Results.—The degree of improvement was 
estimated on the basis of relief of symptoms, functional 
improvement, and, when possible, information obtained 
by cardiac catheterization. Among the 100 survivors, re- 
sults were considered good in 74, fair in 19, and poor in 
7. In many of those in whom results were classified as 


TaBLeE 3.—Analysis of Five Cases of Aortic Valvotomy 


Age, 
Case Yr. Sex Cause Remarks 

1 40 M Rheumatie Uneventful recovery; improved 

2 6 M Congenital Uneventful recovery; improved 

8 27 F Rheumatic Died; cardiac arrest and fibrillation 
during chest incision 

4 10 M Congenital Recovered and improved; moderate 
aortic insufficiency 

5 48 F Rheumatic; Died; ventricular fibrillation during 

ealcific insertion of valvotome 


good, there was striking restoration of functional ac- 
tivity and almost complete elimination of cardiac mur- 
murs. In others, even though functional improvement 
was excellent, the cardiac murmur was not as remarkably 
altered. 

Operative Mortality Rate-—Ten of the 110 patients in 
this series died at varying intervals after operation. All 
had fibrillation and were severely incapacitated class 4 
patients. Most of them were in the older age group (table 
2), and two had had preoperative peripheral embolism. 
Inspection of table 2 reveals that thrombosis and em- 
bolism were the probable cause of death in nine. Throm- 
bosis of a calcified mitral leaflet caused progressive val- 
val occlusion in two patients. Peripheral embolism was 
a definite contributing factor in the death of three_pa- 
tients, and cerebral embolism was believed to have been 
present in two others. Two patients died from massive 
pulmonary embolism 30 hours and six days postoper- 
atively, respectively, and a third patient died suddenly 
one month postoperatively, presumably from the same 
cause. Another death occurred four days after opera- 
tion in a patient with severe preoperative mitral insuf- 
ficiency and almost intractable decompensation. 


AORTIC STENOSIS 

Aortic stenosis may be congenital or acquired. In the 
former type, the valve may be obstructed or a fibromus- 
cular membrane may obstruct the subaortic zone. These 
congenital lesions are usually well tolerated, at least for 
some time, but patients with extensive stenosis may be 
victims of fainting attacks and even sudden death. Ac- 
quired aortic stenosis may be the result of rheumatic 
fever, but, in patients in the fifth and sixth decades of life, 
atherosclerosis and calcified changes may be superim- 
posed on the aortic lesion. In such instances, the valval 
ring becomes rigid and immobile and valvotomy produces 
only slight benefit. 

Aortic stenosis presents a more difficult therapeutic 
problem than mitral stenosis because of the peculiar 
pathological physiology. Patients with a loud aortic mur- 
mur and severe left ventricular hypertrophy may have, 
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little difficulty until decompensation occurs, after which 
their condition becomes almost irreversible. The failing 
left ventricle is unable to regain its function, largely be- 
cause the impaired function of the aortic valve interferes 
with coronary circulation. 

Results.—All three patients who survived aortic val- 
votomy (by the transventricular route and with the use 
of the Donaldson-Bailey valvotome) were improved 
(table 3). One of these, with postrheumatic aortic steno- 
sis, was severely incapacitated. After valvotomy, his 
cardiac output increased considerably, as evidenced in 
the pulse tracing by the change in contour of the sys- 
tolic component, his general functional capacity im- 
proved, and aortic insufficiency did not develop. The 
other two who survived had congenital aortic stenosis. 
One of these, a boy 6 years old, had had several pre- 
operative attacks of syncope; he has remained completely 
well since valvotomy, which was well tolerated. The other 
patient, a boy 10 years old, had only moderate cardiac 
enlargement and physical incapacity. Despite temporary 
cardiac arrest during valvotomy, he made an uneventful 
recovery. Postoperatively, mild aortic insufficiency de- 
veloped, but the boy is now asymptomatic and active. If 
the obstruction is located in the aortic valve itself, mod- 
erate aortic insufficiency may develop after valvotomy, 
whereas in subaortic stenosis the valval ring may be pro- 
tected by a relatively normal valve. In such cases, aortic 
regurgitation would not occur after rupture of the sub- 
valval membrane. Since there is not yet any satisfactory 
means of preoperatively distinguishing valval from sub- 
valval stenoses, surgical dilatation of the valval ring in 
patients with progressively severe symptoms seems war- 
ranted even though mild aortic regurgitation may ensue. 

Death occurred during valvotomy in two of the five 
patients. Cardiac arrest occurred during anesthetization 
in one of these, a 27-year-old woman with severe class 4 
combined aortic and mitral stenosis, who had had mod- 
erate to severe intractable congestive heart failure requir- 
ing almost continuous oxyg2n therapy for two months 
prior to operation. Aortic and mitral valvotomies were 
performed rapidly, and cardiac massage temporarily 
restored feeble heart beats, but these could not be main- 
tained, and the patient died. 

The other death occurred in a desperately ill man, 
aged 46, with aortic stenosis and congestive heart failure. 
During insertion of the valvotome, ventricular fibrillation 
developed, and the patient died despite attempts at car- 
diac resuscitation. The myocardium of patients with 
evere left ventricular hypertrophy appears to be ex- 
tremely vulnerable to ventricular fibrillation. Even if 
depressants are employed, fibrillation tends to develop 
as a result of the manipulation required to insert the 
valvotome. Patients with acquired aortic stenosis should, 
therefore, be operated on before advanced stages of 
deterioration and myocardial decompensation occur. 

Operation for advanced calcific stenosis appears to be 
unsatisfactory. After valvotomy, a calcified rigid valve 
has a tendency to spring back to its original shape with- 
out relief of the stenosis. 


VALVOTOMY—COOLEY AND DeBAKEY 239 


SUMMARY AND CONCLUSIONS 

The operative fatality rate in the 110 patients under- 
going mitral valvotomy was 9%. Death was due to 
thrombosis and embolism in 9 of these 10 patients. Good 
to excellent functional results were obtained in 74% of 
the survivors, in many of whom normal activity was 
resumed and heart murmurs completely disappeared. 
Results were more uniformly good in patients between 
the ages of 25 and 35 years, although striking improve- 
ment was noted in many of the severely incapacitated 
persons in the older age group. 

Factors such as history of embolism, auricular fibril- 
lation, valval calcification, and associated valval lesions 
should not be considered contraindications to valvotomy, 
although they admittedly increase the surgical risk. Mitral 
commissurotomy can be successfully performed on preg- 
nant women with subsequent normal delivery. This was 
accomplished in five patients in the series reported. Com- 
missurotomy should preferably be performed before the 
fifth month of pregnancy. Recurrence of severe stenosis 
after successful valvotomy is rare and was not noted in 
any of our patients. 

Aortic stenosis presents a more complex therapeutic 
problem, but symptoms of reduced cardiac output have 
been relieved by valvotomy in properly selected cases. 
Aortic valvotomy was performed on three patients with 
acquired and two with congenital aortic stenosis. Two 
critically ill patients with the former type died; the other 
patient in this group was improved by operation. Val- 
votomy considerably relieved the symptoms in both pa- 
tients with congenital aortic stenosis. It is important to 
perform aortic valvotomy before the cardiac enlargement 
becomes pronounced and accompanying coronary in- 
sufficiency develops. 

1200 M. D. Anderson Blvd. (25) (Dr. Cooley). 





Hormones and Breast Cancer.—There is no question that true 
growth regression of human breast cancer may follow the thera- 
peutic administration of sex hormones. It is equally certain 
that hormone deprivation brought about by surgical castration, 
bilateral adrenalectomy, or a combination of the first and sec- 
ond operations can produce a similar effect. It is also reason- 
ably certain that the administration of oestrogenic substances 
in small doses has been followed by true acceleration of tumour 
growth. Neither hormone administration nor deprivation has 
yet effected an undoubted cure, and the responsiveness of this 
growth to hormone treatment varies within the widest limits— 
from total resistance at one extreme to spectacular but transi- 
tory growth regression in a small minority of instances at the 
other. . . . It appears, therefore, that there is a relationship, 
probably a very close one, between certain endocrine organs 
and the growth of some, but not necessarily all, human breast 
cancers. . . . It is often difficult, sometimes impossible, to ex- 
plain the results of hormone therapy on the basis of our present 
knowledge of endocrine physiology, and we have no really con- 
clusive evidence that any hormone is the primary, exciting or 
initiating cause of human breast cancer, although experimen- 
tal evidence is strongly suggestive. All we can reasonably 
assume, in our present state of ignorance, is that when some 
human breast cancers have come into being, their continued 
existence depends to an uncertain degree, and for an uncertain 
time, upon a continuous supply of one or more sex hormones. 
—G. Hadfield, M.D., Hormones and Human Breast Cancer, 
Annals of the Royal College of Surgeons of England, January, 
1954. 
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INSECT BITES 


Herman V. Allington, M.D. 


R. Raymond Allington, M.D., Oakland, Calif. 


The activities of insects have always been a source of 
annoyance, economic loss, illness, and death among 
human beings. A great deal of work has been done by 
entomologists, horticulturists, chemists, and government 
agencies concerned with agriculture and national defense, 
as well as physicians and public health organizations, to 
learn more about insects and means of combating them. 
We propose to summarize some of this work as it applies 
to practicing physicians in the diagnosis, treatment, and 
prophylaxis of common insect bites. 

Canizares and Shatin ' have recently written a valuable 
article in which they present a classification and descrip- 
tion of the members of the phylum Arthropoda and indi- 
cate the skin lesions that they cause and the diseases 
transmitted by them. Those of common interest to most 
of us in this discussion belong to either the class Arach- 
nida (spiders, ticks, and mites) or class Hexapoda (bugs, 
lice, fleas, flies, and mosquitoes). We have assumed that 
our title can be stretched to include some of the Arach- 
nida as well as the Hexapoda (true insects) and that 
common usage will permit us to refer to them all as in- 
sects. The major part of the discussion relates to the 
dermatological aspects of insect bites in general, with a 
rather brief review of several of the commoner individual 
insect problems. We have excluded from this discussion 
the reactions to stinging insects (bees, wasps, hornets, 
scorpions, etc.) and to those burrowing in the skin (sca- 
bies, myiasis, etc.). We will discuss neither irritation pro- 
duced by fluid from insects crushed on the skin (blister 
beetles) and from the hairs of moths and caterpillars nor 
insects as vectors of diseases. 


" GENERAL CONSIDERATIONS 

There is, of course, some mechanical injury associated 
with the penetration of the skin by the biting or sucking 
organ of the insect. At times one can see the central 
hemorrhagic punctum of entry, or a faint red macule may 
result. For the most part, however, the reaction to the 
bite of an insect is caused by the injection of salivary 
fluid. In some instances the salivary secretions contain 
toxic and directly irritating or lytic materials. 

In the bite of the black widow spider, for example, 
toxins are injected that produce not only local pain, red- 
ness, and swelling but also sudden severe systemic re- 
actions and occasionally death. In biting, certain ticks 
may inject a neurotoxic substance that can cause paraly- 
sis.2 That mosquito extract contains toxic materials has 
been indicated by an inhibiting effect on the growth of 
chick embryos and by the fact that injection of relatively 
large amounts of the extract intraperitoneally has caused 
death in guinea pigs within 24 hours.* Direct irritat- 
ing effects of the salivary secretion of mosquitoes are 
shown by the fact that mosquito bites caused small imme- 
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diate petechial reactions and late red papules in the skin 
of newborn babies and of rabbits and guinea pigs not 
previously exposed to mosquitoes. 

Microscopic changes seen in tissue taken from the area 
24 hours after mosquito bites in guinea pigs not pre- 
viously bitten show hemorrhages and edema.‘ This 
reaction disappears gradually with repeated exposure 
indicating that a resistance to the primary irritation of 
mosquito bites may develop. The skin of persons exposed 
for the first time to bites of the body louse reacted with 
pinpoint areas of redness and petechiae.® On the other 
hand, four newborn babies experimentally subjected to 
flea bites showed no reaction.® The primary toxic or irri- 
tating reaction to the bites of most insects is relatively 
slight. In the majority of those who are exposed to re- 
peated bites, however, increased reactions develop that 
are allergic in nature. 

Goldman and others working at the University of Cin- 
cinnati have summarized the work of previous investi- 
gators and have added a great deal to our knowledge of 
insect bite reaction.’ Much of the work has been done 
with mosquitoes. Both an immediate wheal and a delayed 
erythematous papular reaction appearing approximately 
24 hours after the bite have been demonstrated. As sensi- 
tivity develops, the delayed papular reaction is usually 
first to appear. Later, the immediate whealing type of 
reaction may also develop. Subsequent bites may provoke 
both types of reaction for an indefinite period of time. 
Continued exposure to bites over a period of months or 
years, however, usually results in gradually decreasing 
reactions. The late papular phase usually lessens grac- 
ually and disappears first. The immediate whealing re- 
sponse often continues for some years, but it, too, may 
finally disappear, evidencing complete desensitization. 

The phenomenon of spontaneous hyposensitization or 
desensitization to the bites of insects following proionged 
exposure is observed repeatedly by all of us. It has been 
commented on with respect to fleas,° mosquitoes,* biting 
flies,* chiggers,? and grain itch.’° Eczematization may 
also occur with vesiculation, weeping, crusting, and scal- 
ing. Persistent eczematous reactions are fairly common 
after infestations with pediculosis and may follow bites 
of mosquitoes, fleas, and other insects. Peck and his co- 
workers, studying reactions to body louse bites, demon- 
strated the development of sensitization to the bites and 
found that the feces, as well as extracts made from the 
head of the louse, were highly antigenic.® 

As would be expected, particularly where allergic re- 
actions are involved, the type and severity of the reaction 
to insect bites varies tremendously from person to person. 
We see this demonstrated most frequently in our area 
with respect to flea bites. Large initial wheals may occur, 
and occasionally vesicular and bullous reactions may 
subsequently develop. Lymphangitis (in the absence of 
secondary infection) is occasionally noted. Varying de- 
grees of hemorrhage may be seen at the site of the bite, 
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and erosion, necrosis, and ulceration may develop. Severe 
local reactions have been reported in mosquito bites with 
large areas of induration, vesiculation, ulceration (Arthus 
phenomenon), and regional lymphadenitis.*! Many pa- 
tients with these severe reactions give either a personal 
or family history of other allergies.* Furthermore, since 
the reaction is primarily an allergic one, morphologically 
most insect bites are similar and not diagnostic for a par- 
ticular insect. 

The location of the bite may influence the degree and 
character of the eruption. Thus, bites on the ankle and 
leg, where some degree of circulatory stasis is common, 
are apt to be severer. There is a greater tendency to ves- 
iculation, hemorrhage, infiltration, ulceration, and ecze- 
matization. 

Constitutional reactions with fever and malaise have 
been reported in massive infestations with pubic lice,** 
body lice,* mosquito bites," tick bites,'* chigger bites,° 
and grain itch.'® Eosinophilia is common. 

Itching is a common symptom in insect bites, and the 
rubbing and scratching that this provokes may greatly 
modify the character and degree of the reaction. Erosion 
and excoriation may result and persist long after the re- 
action to the bite would normally disappear. Scarring 
may result from ulceration that otherwise would not have 
developed. 

Secondary infection frequently occurs in insect bites 
and may result in cellulitis, impetigo or ecthyma, follicu- 
litis and furunculosis, or infectious eczematoid derma- 
titis. Lymphangitis and regional lymphadenitis may 
develop. Infiltrated papular or nodular reactions may 
develop after insect bites and persist for months or years. 
According to Winer and Strakosch,"* this type of reaction 
occurs regularly after bites of the common dog tick. 
Pipkin ‘* compares it to a lesion of prurigo nodularis and 
states that it is not uncommon after tick bites. Allen has 
described these histologically as showing a dense dermal 
infiltrate characterized by large numbers of eosinophilic 
leukocytes, plasma cells, and histiocytes and sometimes 
showing overlying pseudoepitheliomatous hyperplasia.** 
He described them following the bites of ticks, chiggers, 
mosquitoes, and other arthropods. The cause of these oc- 
casional persistent reactions is not known. Goldman has 
suggested that some may be the result of bits of material 
from the biting apparatus of the insect being broken off 
and left behind in the skin or that they may represent a 
local neurodermatitis secondary to scratching.** 

The association of insect bites with the clinical picture 
of papular urticaria or lichen urticatus has been discussed 
by many authors.'* The eruption is much commoner in 
children than in adults. The lesions begin as erythema- 
tous papules that itch intensely and that are usually 
quickly excoriated. The lesions tend to heal slowly and 
are often followed by pigmentary stains that persist for 
weeks or months. The eruption may be generalized, but 
the extremities are most markedly involved and the lat- 
eral and extensor surfaces more than the flexures. We 
see this picture commonly in association with flea bites 
in the San Francisco Bay area. Although the eruption is 
for the most part symmetrically distributed, there will 
often be groups of lesions about the belt line or over the 
shoulders or hips that are unmistakably those of flea bites. 
Apparently an antigen absorbed from the flea bites results 
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in the generalized eruption. Shaffer, Spencer, and Blank 
believe the same picture can be seen in association with 
bedbug bites.*** Bowen related it to mosquito and chigger 
bites.*° 

The possibility of the “id” type of toxic or absorptive 
reactions in louse infestation is suggested by Sulzberger 
and Baer.*: In one of Peck’s volunteers a generalized 
papular eruption developed after louse bites confined to 
a small skin area.* A somewhat similar eruption has been 
reported in association with head lice infestation by Ron- 
chese ** but is attributed by him to neurogenic factors. 


DIAGNOSIS 


In general, the diagnosis of insect bites depends first 
on maintaining a proper index of suspicion in this direc- 
tion. One should be familiar with the insect fauna in his 
area. History is frequently helpful. The patient may vol- 
unteer the information that he believes he has been bitten, 
or he may have actually felt the initial sting of the bite 
and seen the insect. However, history may be misleading, 
and patients are at times unwilling to believe that their 
trouble is caused by insects. This is true in our area with 
respect to fleas, since they are small, dislike being exposed 
to light, are quick to jump for cover, and are thus rarely 
seen. Furthermore, many persons associate fleas and 
other insects with uncleanliness and poor surroundings 
and may actually resent the suggestion that they are the 
victim of bites. Much the same may be said with respect 
to bedbugs. 

History may also be misleading in that patients may 
present a lesion or an eruption that they think, for one 
reason or another, is a spider bite or is due to some other 
insect or insects. In this situation at various times we have 
found the correct diagnosis to be neurotic excoriations, 
folliculitis or beginning furunculosis, urticaria of other 
origin, herpes simplex, abortive or beginning herpes zos- 
ter, contact dermatitis, and so forth. 

Insect bites, while they may be numerous, are usually 
discrete and when seen early may show the central tiny 
hemorrhagic punctum previously mentioned. They often 
occur in “ crops” or irregular outbreaks. Location of the 
bites is important in diagnosis, being determined by the 
type and habits of the insect and how it reaches the body. 
Thus, flying insects tend to attack the exposed parts of 
the body (flies and mosquitoes). Those that run or crawl 
on the body tend to bite at points where they have access 
to the body or where their travels are obstructed by cloth- 
ing (fleas, ticks, chiggers, grain itch mites, and bedbugs). 

Grouping of lesions may be suggestive. Some insects, 
such as ticks and mosquitoes, are content to bite and 
remain attached to the skin until they are distended with 
blood. Others appear to “browse,” individual insects 
producing multiple bites in the course of feeding. Whether 
this is simply because of choice or habit, because they 
are easily disturbed, or because their biting and feeding 
mechanism is such that they cannot obtain a full meal 
from a single bite is not evident. In any case, flea bites 
often occur in irregular groups of several to a dozen or 
more, and bedbug bites tend to be multiple and often 
linear in distribution. 

All things considered, the diagnosis of insect bites is 
usually not difficult. There are times, however, especially 
in cases complicated by excoriation, secondary infection, 
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eczematization, or a generalized papular urticaria, when 
confusion arises. It may then be necessary to rely on 
repeated observation of the appearance and development 
of new lesions and the evolution of older ones. At times, 
a change in environment—even a period of hospitaliza- 
tion—or a therapeutic test may be justified and helpful 
to clarify the picture. 


GENERAL PRINCIPLES OF TREATMENT 


In some instances, the parasites may remain attached 
to or on the skin or in the clothing and bedding. These, 
of course, should be killed and removed in the most 
effective and least irritating manner available. Mechan- 
ical removal (for ticks) and disinfestation of clothing (for 
lice, ticks, chigg2rs, grain itch mites, and fleas) are indi- 
cated. Laundry, dry heat, or thorough dusting with 
powder containing 5% DDT or 1% of the gamma isomer 
of benzene hexachloride (Lindane) may be used for 
clothing. For parasites still remaining on the skin (lice, 
chiggers, and grain itch mites), thorough bathing and the 
use of 25% benzyl benzoate emulsion or 1% of the gam- 
ma isomer of benzene hexachloride in ointment or emul- 
sion (Kwell or Gammexane) are usually effective and 
relatively nonirritating. 

Only in the case of the black widow spider bite is there 
a specific agent, antiserum, available for neutralizing the 
toxin injected by the insect. Treatment, therefore, re- 
solves itself into combating the allergic reaction caused 
by the bite and any complicating excoriation or secondary 
infection. 

Itching usually demands attention and lotions contain- 
ing 0.25% or more of menthol, and 1% phenol or 2% 
camphor may give temporary relief. The proprietary 
preparations Quotane and Eurax in ointment or lotion 
form are antipruritic, and the latter is an effective insect 
toxicant as well. Antihistamine drugs given orally or in 
ointments or lotions may also relieve itching to some de- 
gree, although experimentally no objective change in the 
bite reaction was noted by Rockwell and Johnson * fol- 
lowing administration of antihistamines. They found, in 
a few cases, that cortisone given orally was either ineffec- 
tive or influenced the reaction only slightly, while more 
significant inhibition followed the administration of corti- 
cotropin (ACTH). 

Goldman ** found that hydrocortisone (compound F) 
injected locally into the skin has a definite inhibitory 
effect on the immediate and late reaction to mosquito 
bites over the area where the injection was made. Local 
injection of hydrocortisone may also lessen the itching 
of chigger bites. 

The treatment of secondary infection, if severe and 
accompanied by local cellulitis or lymphangitis and 
regional lymphadenitis, may demand rest and hot wet 
dressings (aluminum acetate [Burow’s] solution 1:16 
or potassium permanganate 1:6,000). In milder form, 
cleansing two or three times daily with a detergent con- 
taining hexachlorophene (Gamophen soap containing 
2% hexachlorophene) or pHisohex (containing 3% hex- 
achlorophene) followed by the application of an ointment 
containing 0.5% neomycin sulfate (Myciguent), bacitra- 
cin, 500 units, and polymixin B sulfate, 10,000 units 
per gram (Polysporin), or 3% iodochlorhydroxyquin 
(Vioform) in ointment or lotion is a relatively simple and 


J.A.M.A., May 15, 1954 


often effective routine. Sometimes the use of penicillin, 
oxytetracycline (Terramycin), or chlortetracycline (Aure- 
omycin) or other antibiotic medication may be indicated. 
In some cases of severe and multiple bites symptoms of 
burning and itching may demand oral or hypodermic 
sedation. 

Hyposensitization by the use of specific insect antigens 
has been reported as helpful in flea bites and in mosquito 
bites. The preparation of insect antigens is described by 
MclIvor and Cherney,** Rockwell and Johnson,* and 
others. Flea antigen is made by Cutter Laboratories, 
Berkeley, Calif., and is available commercially. Non- 
specific hyposensitization to flea bites using injections of 
histamine-azoprotein have been recommended by Ayres 
and Hartman.”* 

PROPHYLAXIS 


We all know of the extensive work done by local mos- 
quito abatement districts and other governmental units 
in mosquito control largely directed toward destroying 
the larvae. Adult mosquitoes can also be controlled in a 
limited area to some degree by insecticides applied as 
residual sprays.*° DDT is one of the best insecticides for 
this purpose, although others such as methoxychlor, TDE 
(tetrachlorodiphenylethane), and benzene hexachloride 
can also be used. A 5% DDT emulsion applied at 5 gal. 
(18.9 liters) per acre sprayed on vegetation and ground 
cover may remain effective for about two to four weeks. 
For the early evening period when mosquitoes are con- 
tinuously flying, a quick-killing, space spray containing 
pyrethrum or allethrin alone or combined with piperony] 
butoxide will give temporary protection by killing mos- 
quitoes in flight. These are available in aerosol “bombs” 
or for application as mist sprays. 

Black fly larvae can be controlled by spraying their 
breeding places with DDT or TDE. Control of adult 
black flies by DDT oil sprays applied by aircraft or from 
the ground by fog machines or mist blowers has given 
good control in some places but not in others.**? These 
measures would probably work as well against sand 
flies (Genus Culicoides). The pyrethrum or allethrin 
space sprays will also quickly kill flies and gnats with 
which they come in contact in a limited area. 

Effective control of chiggers over limited areas can be 
obtained with sprays of chlordane or toxaphene emul- 
sion applied to the ground at the rate of 2 Ib. (0.9 kg.) 
per acre or a benzene hexachloride emulsion applied at 
0.25 Ib. (0.11 kg.) per acre.** This will provide a high 
degree of control for one to two months. 

DDT and pyrethrum are both effective against bedbugs 
and fleas. A 5% DDT emulsion or 5% solution in kero- 
sene or sprays containing at least 0.2% pyrethrum and 
1% piperonyl butoxide may be used. The control pro- 
cedure should begin by finding the places where the in- 
sects hide. The sprays should be applied directly into the 
hiding places.*® 

The question of insect attractants and repellents is an 
important and complicated one. From the point of view 
of the insect, attractants are substances designed to lead 
them to food, mates, or oviposition sites. Repellents 
operate in a protective capacity warding off enemies or 
warning an insect of enemies, improper food, or inimical 
surroundings. From the point of view of man, however, 
attractants are designed to lure insects into traps or to 
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poisons, both as control measures and for the purpose of 
sampling local insect population. They have also been 
used to offset the repellent properties of insecticides to 
make them more acceptable to insects. The use of attrac- 
tants is as yet of limited practical value in the control of 
biting insects. 

Repellents act in several ways to ward off or protect 
man from insect attack.*° They may act via their physical 
characteristics, as in the case of some dusts and sticky 
materials. They may be deodorizers to neutralize, mask, 
absorb, or destroy odors attractive to insects. The ideal 
insect repellent according to Dethier ** should offer com- 
plete protection for several hours against all biting insects 
under all conditions of weather and infestation, should be 
nontoxic and nonirritating to skin and mucous mem- 
branes, and should not have an unpleasant odor. It should 
be cheap, easily applied, harmless to clothing, and pos- 
sess aesthetic feel and appearance. Although these ideals 
have not been achieved, much progress has been made, 
some of it under the stimulus of the recent war and the 
need for protection of our military personnel against in- 
sect attack. 

Much of the following information on repellents is 
taken, some of it verbatim, from a publication by Travis, 
Morton and Smith of the Bureau of Entomology and 
Plant Quarantine of the Agricultural Research Adminis- 
tration of the United States Department of Agriculture. ** 
The following compounds have been tested and found 
safe to use by both military personnel and civilians indi- 
vidually or in combination—dimethy] phthalate, dimethyl 
carbate, butopyronoxyl (Indalone), and 2-ethyl-1,3- 
hexanediol (Rutgers 612). 

These chemicals vary greatly in their effectiveness 
against different insects and on different persons. Certain 
materials that are satisfactory against some species may 
fail to repel others. Laboratory and field tests have shown 
that the following mixtures are effective against a wide 
range of insect species and on more persons than any one 
of the chemicals when used alone (figures in parts by 
weight): Formula 1 (M-2020) contains dimethyl phthal- 
ate, four parts, dimethyl carbate, three parts, and 2- 
ethyl-1,3-hexanediol, three parts. Formula 2 (M-250) 
contains dimethyl phthalate, three parts, butopyronoxyl, 
one part, and 2-ethyl-1,3-hexanediol, one part. Formula 
3 (M-1616) contains dimethyl phthalate, three parts, 
butopyronoxyl, one part, and dimethyl carbate, one part. 

Mixtures containing two repellents are also fairly effec- 
tive, but they do not repel so wide a range of insects for 
so long periods as do the triple mixtures. Examples of 
such mixtures are formula 4 that contains dimethyl 
phthalate, two parts, and 2-ethyl-1,3-hexanediol, one 
part, by weight and formula 5 that contains dimethyl 
phthalate, two parts, and dimethyl carbate, one part, by 
weight. 

These chemicals are toxic if taken internally. Certain 
persons may be allergic to one or more of them with re- 
sulting dermatitis. The treated skin will at first feel warm, 
especially if it is moist with sweat, but ordinarily this lasts 
only a few minutes and causes no injury. These chemicals 
may cause some smarting when applied to mucous mem- 
branes and to areas where the skin is tender. They should 
be applied sparingly about the eyes as they cause rather 
severe but temporary stinging if they get into the eyes. 
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All these repellents are solvents for paint, varnishes, 
and many of the plastics. They must be used with cau- 
tion, as they will damage such materials as plastic watch 
crystals, some types of synthetic cloth (sharkskin, rayon, 
but not nylon), fingernail polish, and articles that are 
painted or varnished or made of plastics. They will not 
damage cotton or wool cloth if it contains no synthetic 
fibers. 2-Ethyl-1,3-hexanediol is much less injurious to 
painted surfaces than the other materials and is relatively 
noninjurious to plastics. For this reason many persons 
prefer to use this material alone rather than one of the 
mixtures. 

All these repellents feel oily on the skin and for this 
reason may be objectionable. However, materials of this 
type give more complete and longer protection than do 
the less viscous materials, which either evaporate or are 
absorbed shortly after application. Incorporating these 
chemicals in cream or other bases may make them more 
acceptable.** Formula 3 (M-1616) is available in a 
cream base (Repellent Cream 622). 

The commonest method of using repellents against 
mosquitoes, flies, and biting gnats is to shake a few drops 
from the bottle into the palms, smear evenly, and then 
apply thoroughly to the backs of the hands, wrists, neck, 
ears, face, or any other exposed skin, much as in washing. 
This procedure should be repeated until a uniform oily 
film is obtained. Under favorable conditions one treat- 
ment may last several hours on some persons. The repel- 
lent should be reapplied when the insects resume biting 
on the treated area. 

Repellents may be rubbed lightly by hand onto cloth- 
ing through which bites occur or may be sprayed on with 
a small hand sprayer. Shirts, stockings, or other garments 
may be saturated with a solution or emulsion of a repel- 
lent. Butopyronoxyl provides the most durable treatment 
of clothing, the garments remaining effectively treated 
for two to three days of ordinary wear. Washing or pro- 
longed soaking in water renders the treatment non- 
effective. 

These materials, according to Travis, Morton, and 
Smith,** are also effective against chiggers, acting largely 
as toxicants and killing them, rather than repelling them. 
Against chiggers, the materials should be applied to the 
clothing rather than to the skin. Benzyl benzoate is also 
very toxic to chiggers, and clothing treated with it will 
continue to give protection after two ordinary home laun- 
derings. 

Considerable protection against chiggers and probably 
also against grain itch mites will be obtained by applying 
the material only to the openings of the clothes—inside 
the neck band, front opening, and cuffs of shirt; inside 
the waist band, fly, and cuffs of trousers; and on the socks 
both above the shoes and inside below the tongue. If one 
is not going to be crawling about on the ground, the 
materials may need to be applied only to the socks and 
bottoms of the trouser legs. Sulfur dusted on legs and 
ankles before exposure is also commonly used and is said 
to give effective protection. 

None of these repellents or toxicants will provide com- 
plete protection against ticks, but several of them will 
afford a high degree of protection against the most abun- 
dant species—the Lone Star tick. Treat the socks and all 
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outer clothing by the immersion method. The best repel- 
lents for use against ticks in the order of preference are 
butopyronoxyl, dimethyl carbate, dimethyl phthalate, 
and benzyl benzoate. For treating clothing by immersion 
the repellent or toxicant (benzyl benzoate in the case of 
chiggers) should be used at the rate of about 1/15 oz. per 
square foot of cloth or 2 oz. to jacket, trousers, and socks 
of medium size. Underwear need not be treated. 

The chemical may be dissolved in enough dry cleaning 
fluid to wet the garment thoroughly without leaving any 
excess, about 1.5 qt. (1.32 liters) for an outfit of heavy 
cotton cloth. After all parts of the garment have been 
saturated, the cleaning fluid should be allowed to evap- 
orate. 

For use as an emulsion a concentrate may be pre- 
pared by dissolving one part by weight of an emulsifier 
such as Stearate 61-C-2280, polysorbate (Tween) 60, 
polysorbate 80, Span 60, and polysorbate 60 equal parts, 
or Span 80 and polysorbate 80 equal parts, in nine parts 
of the repellent or toxicant. Add 12 pt. (237 ml.) of this 
concentrate tu 1 gal. (3.78 liters) of water. Agitate 
vigorously one part of the concentrate in two or three 
parts of water to form a creamy emulsion and then dilute 
with the remainder of the water using moderate agita- 
tion. One gallon of emulsion is sufficient to dip a set of 
field trousers, shirt, and socks. Wring out the garments 
lightly, and dry before wearing. Among the proprietary 
preparations available through local wholesale drug out- 
lets are (ingredients indicated on their labels) Insect Foe, 
Skat, 6-12 Repellent, Repel-O-Stick, and Un-X-Ld. 
Newer and presumably more effective chemicals and 
mixtures have been developed for military use and are 
now being tested but have not yet been approved for 
civilian us2 because sufficient data on their toxicity to 
women and children are not available.** 


COMMON INSECT BITE PROBLEMS 

The insect fauna varies considerably through our 
country. We wrote a number of physicians in different 
areas in an effort to determine the most common of- 
fenders. 

Mosquitoes.—Mosquitoes (Order Diptera, Family 
Culicidae) are perhaps the commonest biting insect pests. 
Their bites tend to be irregularly distributed over the ex- 
posed parts including the face, neck, exposed portion of 
the upper trunk, hands, forearms, ankles, and legs. They 
are able to bite through thin and loosely woven clothing. 
In the colder and temperate zones, they are seasonal and 
are most annoying during the warmer parts of the year 
when they are most numerous and active and when more 
persons are outdoors and wearing lighter clothing. They 
attack both sexes, adults and children alike. Children, 
especially babies, may be severely bitten at times because 
of their inability to “defend” themselves from mosquito 
attack. There is usually little or no difficulty in making 
the proper diagnosis, since the insects are large enough 
to be easily seen, their annoying hum or buzz can be 
heard, and their bites usually produce a slight though ap- 
preciable sting. Routine treatment and prophylactic 
measures apply. Injection of mosquito antigen in an at- 
tempt at hyposensitization is worth while if exposure to 
mosquitoes cannot be avoided. 
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Flies —Of the biting flies in this country punkies, 
no-see-ums, or biting midges (Order Diptera, Family 
Ceratopogonidae, Genus Culicoides) inhabiting salt 
marshes along the Atlantic seaboard and Florida coasts 
may be serious pests. These are sometimes referred to 
as sand flies, although Canizares and Shatin’ use that 
common name with reference to genus Phlebotomus. 
These are tiny flies capable of passing through ordinary 
mosquito screens. According to Sams,** they are more 
prevalent during the rainy season but do not migrate far 
from their breeding grounds and are dispersed by even 
slight breezes. 

Black flies or buffalo gnats (Family Simuliidae, Genus 
Simulium) are closely similar tiny flies that are more 
troublesome in Arctic regions and mountainous areas. 
They breed in running waters, streams, irrigation canals, 
and ditches. In northern latitudes they are most numer- 
ous in June and are present until late August in diminish- 
ing numbers. 

The cheeks, the regions about the eyes, the neck along 
the hair line, and areas in back of the ears are chiefly in- 
volved. When numerous, they may crawl into openings 
in the clothing, up the trouser legs and sleeves, and under 
loose collars and hat bands and inflict their bites in places 
remote from the point of entry. Lesions may become con- 
fluent, vesicular, excoriated, weeping, and crusted. Evo- 
Jution and involution are slow and may take as long as 
three weeks. Satellite adenopathy is a common feature, 
and constitutional reaction may occur. Immunity may 
bs developed to the allergic manifestations by repeated 
exposures to bites. The bites of sand flies, horse flies, deer 
flies, biting stable flies, and others may be less commonly 
seen in some areas. 

Fleas.—Fleas (Order Siphonaptera, Family Pulicidae) 
occur in all parts of our country and all over the world 
but are much more of a problem in certain areas than in 
others. Flea bites, as previously noted, tend to be multiple 
and grouped. They occur predominantly on the covered 
parts of the body, frequently about the belt line and over 
the shoulders and hips where the clothing fits snugly. The 
severer reactions are much more frequent in children. 
In the San Francisco Bay area, adults who have recently 
come from other parts of the country are also commonly 
bothered severely by fleas. It would appear that many 
have an already established sensitivity to the bites of 
fleas or that their allergy develops after a rather short 
period of exposure. Most of those who are initially 
bothered cease to be bothered within a year or two. 
Whether this is due to some specific immunologic mech- 
anism that “blocks” the reaction to antigen injected by 
the flea is not known. It has been suggested that repeated 
bites may provoke the development of some natural re- 
pellent substance that protects the subject from being 
bitten. This theory is not supported by experiments done 
by Lunsford * who found experimentally that fleas fed 
readily on 10 persons who were old residents of the San 
Francisco Bay area, who had presumably been exposed 
to fleas repeatedly, and in whom no reaction developed 
following flea bites. 

Flea bites may occur throughout the year, particularly 
in areas where a lack of extremes in temperature and a 
relatively high humidity enable the insects to breed the 
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year around. The diagnosis of flea bite is usually not 
difficult. It is most commonly confused with urticaria of 
other origin. Difficulty is most apt to occur when flea 
bites occur in association with a generalized papular 
urticaria. Excoriation and complicating secondary infec- 
tion may mask the picture. The character of the lesions, 
the presence of a central punctum, and their location 
and grouping are important diagnostic features. 

Aside from the general procedures previously outlined, 
prophylaxis is stressed. Five per cent DDT in talc or some 
other inert powder may be lightly dusted daily on the 
patient, his clothing and bedding, and in upholstered fur- 
niture. Repellents may be of value, applied especially 
about orifices of clothing. Insect sprays should be directed 
toward baseboards, in cracks of floors and corners of 
rooms, under rugs, in basements, and where pets are kept 
and sleep at night. Animals should be kept free of fleas 
or, preferably, should be avoided. 

We believe that specific hyposensitization to flea anti- 
gen as recommended by Cherney, Wheeler, and Reed,** 
MclIvor and Cherney,** and Hatoff *’ is worth trying. 
Lunsford ** and others are still of the opinion that thia- 
mine chloride orally in doses of 100 mg. twice daily for 
adults and 25 mg. twice daily for children offers some 
protection against flea bites. 

Human Lice.—Head lice (Order Anoplura, Family 
Pediculidae, Species Pediculus humanus var. capitis) and 
their nits (eggs) attached to the hair are usually readily 
seen. The patient, however, may present himself for treat- 
ment of the excoriations, secondary pyogenic infection, 
or infectious eczematoid dermatitis that complicate the 
original infestation. These manifestations may over- 
shadow the infestation itself but should not seriously in- 
terfere with the diagnosis, providing it is kept in mind. 
Regional lymphadenitis, with attendant tenderness and 
pain on motion of the head and neck, may be present, 
and itching is usually intense. 

An emulsion of benzyl benzoate or the gamma isomer 
of hexachlorocyclohexane (Lindane) applied to the scalp 
for a period of 24 to 48 hours will kill the lice and nits. 
A less expensive preparation for use in large clinics was 
described by Davis.*® A single application of a lotion con- 
sisting of 40% phenyl cellosolve, 30% ethanol, 25% 
water, and 5% methyl salicylate was curative in a large 
series of cases. Nits may be loosened with vinegar and 
removed with a fine-toothed comb. Combs, brushes, and 
headgear should be sterilized. 

Body lice (Species Pediculus humanus var. corporis) 
are rarely seen on the body but live and lay their eggs in 
the clothing, particularly about the seams and folds of 
the underclothing. The parasites come to the body to 
feed. In severe and neglected cases, marked excoriation, 
thickening, and eczematization may occur and secondary 
pyogenic infection may be severe and extensive. Persist- 
ent pigmentary staining of the skin may result. The cov- 
ered parts of the body, chiefly the trunk, are involved. 
When the diagnosis is suspected, careful search of the 
clothing will usually show the parasites. At times eggs 
or nits may be found attached to body hair. 


Nits attached to body hair may be killed with the same 
preparations used for the treatment of head lice. In addi- 
tion to disinfestation of clothing and bedding, Peck * rec- 
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ommends thorough laundering to remove louse feces 
that he found play an important role in the reaction to 
body lice. Mass delousing by spraying 10% DDT in 
pyrophyllite powder under the clothing was effective in 
halting a louse-borne epidemic of typhus and is effective 
in preventing infestation.*° 

Pubic lice (Phthirus pubis) are readily seen, although 
they may be mistaken for scales or crusts, small nevi, or 
debris unless one is alert. The nits may be noted first at- 
tached to the pubic, axillary, or body hair. It should be 
emphasized that, in addition to the axillary and pubic 
areas, all the hairy areas of the body and extremities may 
be involved. Occasional involvement of the eyebrows, 
eyelashes, and marginal scalp hair may also occur. It is 
said that the lack of space between the hairs in the scalp 
relative to the width of the parasite prevents invasion of 
the scalp beyond a narrow marginal zone. Varying de- 
grees of reaction from pruritus, with relatively slight 
objective findings, to severe bullous lesions may be seen. 
Pale bluish or slate-colored macules (maculae ceruleae) 
distributed symmetrically over the skin of the trunk, 
arms, and thighs may occasionally be seen in infestations 
of pediculosis pubis. These do not appear to always occur 
at sites of bites and represent a reaction to antigen ab- 
sorbed from the bites. 


Benzyl benzoate or lindane emulsion or ointment, 
Eurax ointment, or Cuprex will quickly kill the lice and 
nits. Clothing and bed linen should be sterilized, since 
the parasites may be acquired from infested linen, toilet 
seats, etc., as well as by direct contact with infested per- 
sons. 


True Bugs.—Bedbugs (Order Hemiptera, Family Ci- 
micidae, Genus Cimex) hide in folds and about the 
seams and tufts in bed clothing, the cracks and crevices 
of bedsteads, and at times behind baseboards, window 
and door casings, picture frames, and other furniture in 
bedrooms. They are spread chiefly in clothing and bag- 
gage of travelers and visitors, second-hand beds and fur- 
niture, and laundry. They usually feed at night biting 
persons as they sleep. Persons may be bitten as they sit 
in infested seats in theatres, vehicles, and other public 
places. 

The bites are usually multiple and may be arranged in 
irregular linear fashion. They are often more numerous 
on the ankles and legs, buttocks, neck, and shoulders. 
The diagnosis can be suspected by the character, group- 
ing, and location of the eruption and by the presence of 
spots of blood on bed linen and bed clothing. The para- 
sites may at times be found by turning on the lights and 
examining the bedding carefully after being in bed with 
the room darkened for a time. The bedbug does not re- 
main on the body. General principles of treatment apply. 
Spraying the hiding and breeding places, as noted above, 
gives effective control, but reinfestation from neighbor- 
ing areas may occur. 


In the same order are assassin bugs and kissing bugs. 
According to Pipkin '* they, like bedbugs, live about beds 
and in cracks and crevices in floors and rough walls, 
usually in shacks and homes of poor construction. Bite 
reactions, sometimes severe and bullous in character, are 
occasionally seen in such areas. 
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Mites.—Chiggers or red bugs are arachnids (Order 
Acarina, Superfamily Trombidoidea, Subfamily Trom- 
biculinae), the larvae of which attack man. The common 
chigger in this country (Eutrombicula alfreddugesi) is 
found primarily east of the Rockies and from Iowa, Ohio, 
and Pennsylvania southward. According to the Bureau 
of Entomology and Plant Quarantine,** “Chiggers are 
most often found in low, damp places well covered with 
vegetation, such as margins of lakes or streams, shaded 
woods, high grass or weeds, fruit orchards and berry 
patches. They are frequently severe pests, however, in 
relatively dry areas, such as on lawns, golf courses, and 
in parks.” The larvae hatch on the surface of the ground 
and on low plants. From there they attach themselves to 
man and other animals. They commonly reach the body 
from the feet and ankles but may invade from the neck 
and upper extremities.° They cause trouble from early 
spring until cold weather in the fall. They prefer the cov- 
ered parts of the body for feeding and usually travel for 
some distance before they attach themselves to the skin, 
often where they meet some obstruction such as a garter 
or belt. If infestation occurs by way of the feet and ankles, 
the legs and thighs are apt to be markedly involved, and 
the lesions may be numerous on the genitocrural areas 
and buttocks. Generally they attach themselves in the 
orifice of a hair follicle or sweat duct. Occasionally the 
mite may be seen in the center of the lesion as a minute 
red dot, although usually by the time the patient consults 
a physician the mite has dropped off. Itching is usually 
intense, and excoriation and secondary infection are com- 
mon. Involution of the lesions may be slow; frequently 
two weeks or longer are required for them to disappear. 

In the past, ointments containing sulfur or balsam of 
Peru have been used to kill chiggers remaining on or 
attached to the skin. It would seem that benzyl benzoate 
or lindane would probably be more efficient and less 
likely to irritate. Sterilization of clothing, control of itch, 
and attention to excoriations and secondary infection are 
indicated. 

Grain itch is caused by a mite (Order Acarina, Super- 
family Tarsonemoidea, Species Pyemotes ventricosus) 
closely related entomologically to chiggers. It is parasitic 
on insects that feed on grain. Human beings are affected 
by contact with infested grain or straw. They may be 
occasionally transferred fron one person to another, i. e., 
conjugal transmission.*t It occurs from spring to fall, 
reaching a peak in late summer. A recent minor epidemic 
was reported in Baltimore among broom-straw workers *? 
and another in Portugal among workers making mat- 
tresses from rye straw.'°” The eruption may be general- 
ized, with the forearms, neck, and trunk being promi- 
nently involved. In some cases the eruption has been 
limited to the upper extremities and upper part of the 
trunk, stopping abruptly at the belt line.*? Sampayo and 
Tanissa *°” noted a marked involvement of the neck, 
back, abdomen, genital region, and inner surfaces of the 
thighs with fewer lesions on the arms, legs, and face and 
only rare involvement of the hands, feet, and forehead. 
Schamberg,’* who was one of the first to describe this 
condition, states that the diagnosis is oftenest confused 
with urticaria, varicella, and scabies. The mites appar- 
ently do not remain on the skin for a long period, and 


J.A.M.A., May 15, 1954 


when exposure is stopped spontaneous clearing occurs in 
time. If the patient is seen early, however, some parasites 
may remain on the skin and clothing, and measures to 
eradicate them are in order. 

As control measures Sampayo and Tanissa *°” recom- 
mend careful removal of all grain from the straw and 
airing it or fumigating it with cyanide. Glass *? reports 
controlling the epidemic among broom-straw workers by 
spraying the straw with 0.1% pyrethrum and 1% pip- 
eronyl butoxide. 

Mites belonging to the same order live on mice, rats, 
birds, and fowl and may occasionally infest human beings. 
Grocer’s itch, copra itch, and vanillism are caused by 
food mites, also belonging to the order Acarina. 

Ticks.—Several varieties of ticks (Order Acarina, 
Superfamily Ioxodoidea, Family Ixodidae) are common 
in different parts of our country. The principal offenders 
are wood tick (Dermacentor andersoni), dog tick (Der- 
macentor variabilis), Pacific Coast tick (Dermacentor 
occidentalis), and Lone Star tick (Amblyomma ameri- 
canum). They live on grass or shrubs, and they and their 
larvae or nymphs parasitize man and many other mam- 
malian hosts. Ranchers, farmers, stockmen, and hunters 
are often victims. They attach themselves to the skin, 
often on the lower extremities, buttocks, or genitocrural 
region. 

In cases of tick paralysis, ticks have been found con- 
cealed in the scalp, ears, axillas, beneath the breasts, and 
in the groin and perineum.”* Feder “* states they should 
be looked for in cases of suspected tick bite pyrexia on 
the scalp, neck, axillary and popliteal regions, lower part 
of the back, gluteal fold, and umbilicus. In the Northern 
Hemisphere, tick bites are most apt to occur in the spring 
and early summer but may continue to be troublesome 
until late fall or early winter. If left undisturbed, they 
become greatly distended with blood and may remain 
attached for as long as 10 days before they drop off. At 
first glance, they may look like small pedunculated tu- 
mors, the distended abdomen hiding the thorax and legs. 

Various methods of detaching ticks without leaving 
part of the hypostome in the skin have been recom- 
mended. Heat from a burning match or the lighted end 
of a cigarette may be applied to the tick. Kerosene, oil, 
or petrolatum jelly.( Vaseline), which supposedly inter- 
feres with respiration and “smothers” the parasite, are said 
to make the tick withdraw its “head” and drop off. We 
cannot vouch for the efficiency of these methods. Surgical 
removal of the site of the bite by a tiny elliptical incision 
or a small cutaneous punch is easy when patients present 
themselves at the office with early tick bites. This would 
provide relative insurance against a late, persistent, papu- 
lar or nodular reaction. Treatment of persistent nodules 
by removal of only a small central portion with a biopsy 
punch or with electrocuting current has been followed 
by rapid involution of the whole nodule.** 

Other methods of treatment of this type of reaction to 
the bites of ticks and other insects include the use of fil- 
tered x-rays or freezing with solid carbon dioxide or 
liquid nitrogen. Some are resistant and are best excised. 
As soon as possible after being in tick infested areas, 
clothing should be removed and sterilized, a bath taken, 
and the body examined for attached ticks. 
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Spiders.—Black widow spider (Order Araneida, Fam- 
ily Theridiidae, Species Latrodectus mactans) bites occur 
occasionally in most parts of our country. This arachnid 
is usually easily recognized, because it is smooth and 
black and has on its ventral surface an hourglass-shaped 
reddish area. Its web is irregular, coarse, straggly, and 
three dimensional. It tends to live in outdoor toilets, 
garages, and outbuildings of other kinds, but it may also 
be found in houses and in cities and towns as well as 
country areas. 

Most of the cases reported have been bites on the 
genitocrural area and buttocks while the person was sit- 
ting in an outdoor toilet. More occur on the extremities 
than on the body, and the head is rarely the site of the 
bite.** A case is recorded of a bite on the finger by a 
spider in a glove.*® A number of persons have been bitten 
by spiders in bedclothing.** 

Some degree of stinging and pain is usually noted at 
the time of the bite, and local redness and swelling usu- 
ally are evident at the site of the bite. The systemic toxic 
effect is noted usually within an hour after the bite, with 
pain and cramping of muscles beginning in the region of 
the bite and spreading until most of the major groups of 
muscles are involved. The pain is severe and cramping, 
and the abdominal muscles are usually markedly involved 
with abdominal rigidity sufficient to suggest at times a 
perforated gastric ulcer. The intercostal muscles are also 
involved with consequent “tightness” of the chest, and 
the back and legs ache and are cramped and stiff. The 
patient is anxious, restless, and tosses about. Deep mus- 
cle reflexes are hyperactive. Salivation, profuse sweating, 
nausea, and vomiting may occur. There may be low grade 
fever and leukocytosis. Blood and spinal fluid pressure 
may be increased. The acute course of the disease may 
last three or four days, and muscle soreness and stiffness, 
particularly in the legs and feet, may persist for a week or 
two. Death rarely occurs. 

Treatment includes sedation—large doses of morphine 
may be required. Hot baths have given some relief. Cal- 
cium, magnesium sulfate, and procaine given intrave- 
nously have been tried and credited with helping relieve 
muscle spasm and pain. Spinal fluid drainage is said to 
have helped. A specific antivenom is available and effec- 
tive but must be given with due precaution regarding 
sensitivity to horse serum. Recently cortisone and corti- 
cotropin (ACTH) have been reported as causing the re- 
action to subside rapidly and completely.** 
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Senility—Senility is a diagnosis that should be made re- 
luctantly. It cannot be established at autopsy. In well developed 
form it is a fairly obvious clinical entity consisting of with- 
drawal from participation in living, absence of abnormal 
nerve reflexes and absence of active disease elsewhere in the 
body, particularly absence of hypertension and heart disease. 
The patients are usually to be found in congregate living 
situations such as old-age homes and public almshouses where 
there is no incentive to act and no decisions to be made. 
Senility affects perhaps no more than 2 per cent of all people 
over 61 years of age, the majority being very old.—R. T. 
Monroe, M.D., The Effect of Aging of Population on General 
Health Problems, The New England Journal of Medicine, 
Aug. 13, 1953. 
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RECURRENCE OF MITRAL STENOSIS 
FOLLOWING COMMISSUROTOMY 


John W. Keyes, M.D. 
and 


Conrad R. Lam, M.D.., Detroit 


The successful principle in the surgical treatment of 
mitral stenosis has been proved to be that suggested by 
a London internist, Sir Lauder Brunton,’ in 1902. He 
thought the natural opening should be elongated. During 
the past four years, the practicability of accomplishing 
this by instrumental or digital commissurotomy has been 
well demonstrated.” Naturally, there has been some spec- 
ulation with regard to the possibility of healing of 
the divided commissures with consequent recurrence of 
the stenosis. Fortunately, although the number of mitral 
valve operations now numbers many thousands, true 
recurrence appears to be very rare. The unsatisfactory 
results that have followed in some instances have been 
due to other factors. 

Bailey and his co-workers * have reported an experi- 
ence with 632 operations for mitral stenosis. Of these 
cases, 178 patients were followed for periods of from 
one to four years. Only one recurrence was mentioned, 
and this was in a patient in whom bacterial endocarditis 
with vegetations developed. In the Henry Ford Hospital 
series of 120 cases, the one presented in this communi- 
cation is the only proved example of refusion of the leaf- 
lets. In a survey of the literature we could find only two 
instances of presumed recurrence, but there were features 
in both of these that would indicate that the operative 
procedures on the valves were short of ideal. The patient 
mentioned by Jordan and Hellems ¢ was temporarily im- 
proved, but this patient died a year later and the photo- 
graph of the autopsy specimen shows what appears to 
be an incision into the posterior leaflet, which would 
undoubtedly have been associated with regurgitation. The 
patient of Donzelot and others * showed improvement 
for only three weeks after the operation and was dead 
at the end of four weeks. Although the surgeon believed 
that the anterolateral commissure had been opened to 
some degree by digital pressure, the published photo- 
graph of the postmortem specimen suggests that the low- 
est part of the conical opening had remained intact. 

The case in this communication is presented because 
it appears to be an authentic instance of refusion of mitral 

From the divisions of cardiology and general surgery of the Henry 
Ford Hospital. 
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leaflets that had remained adequately open for a year and 
a half after commissurotomy. A second operation pro- 
duced the same dramatic clinical improvement as the first. 


REPORT OF A CASE 


A 29-year-old man was admitted to the Henry Ford Hospital 
on Aug. 22, 1950, with the complaints of epigastric pain, in- 
creasing exertional dyspnea, and ankle edema. He gave a his- 
tory of attacks of rheumatic fever at the ages of 9 and 16. The 
physical findings were those of severe mitral stenosis with prob- 
ability of some regurgitation. There was moderate cardiac en- 
largement with regular rhythm. The apical first sound was 
abrupt, and a rumbling diastolic murmur was heard at the apex 
together with a blowing systolic murmur that was transmitted 
to the axilla. A systolic murmur was heard over the tricuspid 
area, and a soft diastolic blowing murmur was present along 
the left sternal border. The liver was tender and enlarged for 
a distance of 12 cm. below the xiphoid process. The presence 
of moist rales at both lung bases and ankle edema indicated 
the presence of decompensation. 

The electrocardiogram showed right ventricular hypertrophy. 
The exercise test did not show an increase in oxygen consump- 
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height of the auricular tracing is striking. 























tion per liter per minute ventilation after exercise of 30 steps. 
Enlargement of the pulmonary artery, left auricle, and right 
ventricle was shown by fluoroscopy. Cardiac catheterization 
showed a mean pulmonary artery pressure of 51.7 mm. Hg and 
a mean pulmonary capillary pressure of 34.5 mm. Hg. 

Mitral commissurotomy was recommended, and the operation 
was done on Nov. 7, 1950. The valve was found to be remark- 
ably distorted and calcified, and at first no actual lumen could 
be located. There was little or no regurgitation. With repeated 
attempts, a line of separation of the leaflets toward the antero- 
lateral commissure was developed, and at the conclusion of the 
digital commissurotomy, an opening that would have admitted 
two fingers was made. Measurements of the auricular pressure 
after the procedure on the valve could be compared with those 
obtained just before, and these indicated an excellent functional 
result (see figure). 

The patient’s postoperative course was satisfactory, and he 
was discharged from the hospital in 18 days. There was gradual 
improvement in his cardiac function and he was permitted to 
return to his work in an automobile factory on Feb. 1, 1951. 
During the next 18 months he continued to work, although 
occasional mercurial injections were given because of liver con- 
gestion. Two attacks of chest pain were apparently due to pul- 
monary infarction from phlebothrombosis of the left leg; there 
was no recurrence of this after anticoagulant therapy. 

In October, 1952, the patient began to have a recurrence of 
all symptoms of severe mitral stenosis. There was increasing 
fatigue, dyspnea, cough, and epigastric discomfort. Disability 
became so great that he could not dress himself and could not 
walk more than 50 ft. By February, 1953, there were signs of 
relative tricuspid insufficiency with pulsating liver and neck 
veins and a loud systolic murmur over the tricuspid area. Com- 
plete bed rest and mercurial diuretic therapy produced no im- 
provement. Cardiac catheterization showed a mean right main 
pulmonary artery pressure of 59.2 mm. Hg and a mean pul- 
monary capillary pressure of 52.5 mm. Hg. 
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The patient was insistent that another operation be done. With 
considerable misgivings, the surgeon performed the operation 
on March 18, 1953. No difficulty was experienced in exposing 
the left auricle through the previous incision in the bed of the 
third rib anteriorly. There were very few intrapericardial ad- 
hesions. Since the appendage had been ligated flush with the 
auricle at the previous operation, it was not available for the 
insertion of the forefinger into the auricle. Because of the high 
auricular pressure, it was deemed inadvisable to try to work 
with the finger through an opening in the auricular wall itself. 
Consequently, access was through the common orifice of the two 
left pulmonary veins. After intrapericardial and extrapericardial 
dissection, it was possible to occlude the veins so that a trans- 
verse incision could be made that accommodated the forefinger 
easily. Exploration of the mitral valve showed that the situa- 
tion was exactly that encountered at the first operation. The 
valve was remarkably irregular and calcified, and the stenosis 
was extreme. Moderate pressure with the finger caused the valve 
to open up toward the anterolateral commissure so that again 
it was the size of two fingers. 

The patient made a rapid convalescence from the second 
operation and was discharged on the 12th day. Dyspnea dis- 
appeared completely, and the hepatic congestion improved, al- 
though the patient continued to receive occasional mercurial 
diuretics. He insisted on returning to his work in the factory 
on June 4, 1953. Further improvement has taken place, and 
it has been possible to extend his periods between mercurial 
injections from once a week to as long as four to six weeks. 


SUMMARY 

A patient with severe mitral stenosis received benefit 
from a commissurotomy that was maintained for a period 
of 18 months after which there was recurrence of all of 
the symptoms, indicating refusion of the valve leaflets. 
A gratifying result was obtained by repeating the opera- 
tion on the mitral valve. Although recurrence of mitral 
stenosis after a technically adequate operation on the 
valve is extremely rare, when it does occur the possibili- 
ties of a second operation or even a third should not be 
overlooked. 


2799 W. Grand Blvd. (2) (Dr. Keyes). 


INTRAUTERINE POLIOMYELITIS 
INFECTION 


REPORT OF A CASE 


Morris Schaeffer, M.D., Montgomery, Ala. 
Max J. Fox, M.D., Milwaukee 


and 


Chen P. Li, M.D., Montgomery, Ala. 


Pregnancy may predispose the mother toward para- 
lytic poliomyelitis. Moreover, although poliomyelitis is 
said to be uncommon before 1 year of age and unusual 
in the neonatal period, a fair number of cases of infection 
of the newborn have been reported and at least 30 of 
these have been within the first month of life. Mouton 
and others * have summarized the findings in 17 cases 
collected from the world literature up to 1948 and added 
10 patients under 6 months of age studied by them. Up to 
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1942, Hess ? had found 63 infants recorded in the Amer- 
ican literature and Compos * reported on about 60 pa- 
tients under 5 months of age, including 3-day-old and 
5-day-old infants. The youngest on record, only 2 days 
old, was observed by Aycock.* More recently Baskin and 
others,° Shelokov and Weinstein,* and Abramson and 
others * have reported additional cases of poliomyelitis 
in the newborn contracted possibly by transplacental 
transmission of the virus. 

It is obvious, of course, that many such infections have 
gone unobserved because of the difficulty of recognition 
of symptoms in the neonatal period, and, of course, mild 
forms of the infection would be missed entirely. In dis- 
cussing the possible mechanism of infection of the new- 
born, exposure to the virus during delivery or to contacts 
other than the mother after delivery are mentioned by 
the observers. In the cases of patients born of polio- 
myelitic mothers the question of intrauterine infection is 
given serious consideration. However, little objective 
evidence has been available to present. Abramson and 
others * point out that in 4,884 cases reported in New 
York from 1949 to 1952 the incidence of manifest polio- 
myelitis during the neonatal period was about 0.1%. 
Three of the five newborn babies with poliomyelitis, 
however, were born to mothers from the group of 72 in 
whom poliomyelitis developed prior to or shortly after 
the birth of their babies. The risk of congenital acqui- 
sition of poliomyelitis from infected mothers, therefore, 
is great. 

The recent finding that virus is present in the blood of 
patients by Ward, Horstmann, and Melnick * and Kop- 
rowski and associates ® and the demonstration of the 
virus in experimentally infected chimpanzees and 
monkeys '° has led to a reconsideration of the patho- 
genesis of poliomyelitis.‘ Further observations ** support 
the fact that viremia may be a regular rather than a casual 
occurrence early in the disease in humans as well as 
experimental animals. 

In the light of our present understanding of the patho- 
genesis of poliomyelitis, the occurrence of uterine infec- 
tion of a fetus in a mother who is in the viremia stage 
of poliomyelitis infection is more than probable. The 
following case report and laboratory findings are illus- 
trative of this occurrence. 


REPORT OF A CASE 


The patient was a 24-year-old white woman, a resident of 
Muskegon, Mich., who was visiting in Milwaukee. She had 
worked in a local department store. Her history and family his- 
tory were noncontributory, except that her husband had had 
“flu” in the past two weeks. 

On July 30, 1952, she had headache, fever, general weakness 
and aching, nausea, and abdominal pain. She thought she had 
“stomach flu,” and, feeling improved on Aug. 1, she returned to 
work. On Aug. 2 she had some backache and woke up during 
the night with headache and pain in the neck. On Aug. 4 she con- 
sulted a physician, who prescribed sulfonamides. On Aug. 5 her 
legs began to ache, and she could not move them by that after- 
noon. On Aug. 6 she noticed weakness of the left arm, and on 
Aug. 10 she was admitted to a hospital. 

On physical examination the patient looked ill and had a tem- 
perature of 100.6 F, pulse rate of 70, and respiration rate of 
18. Her left anterior pillar appeared congested, and there was 
no adenopathy. The heart was normal, the lungs were clear, and 
there was slight tenderness in the abdomen. There was weak- 
ness of the left arm and no active movement from the hips 
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distally except slight movement of the feet. Knee and ankle 
jerks were absent, and there was a depressed cough reflex. Spinal 
fluid examination on Aug. 11 showed no cells, 57 mg. per 100 
cc. sugar, 70 mg. per 100 cc. total protein. Hematological ex- 
amination on Aug. 14 showed a white blood cell count of 10,650 
with a differential of 7% stab forms, 55% segmented cells, 34% 
lymphocytes, and 4% monocytes; a red blood cell count of 
4,100,000; hemoglobin level of 13 gm. (85%), and color index 
1. The results of urinalysis were negative except for the 
microscopic examination, which showed many red and white 
blood cells. 

On the morning of Aug. 11 vaginal bleeding was noted, and 
that evening spontaneous abortion occurred. The fetus was ex- 
pelled at 7:15 p. m. and the placenta at 10:00 p. m. The post- 
abortive course was uneventful, the temperature came down to 
normal on Aug. 12, and the vaginal discharge continued until 
Aug. 18. On Aug. 20 the patient was transferred to another 
hospital for postpoliomyelitis treatment. 

The placenta and fetus were sent to the laboratories of the 
state department of health in Milwaukee, where they were kept 
refrigerated. Later Dr. W. D. Stovall, director of the Hygienic 
Laboratories of the Wisconsin State Department of Health, sent 
the materials packed in dry ice to the U. S. Public Health Serv- 
ice Virus Laboratory in Montgomery, Ala., for examination. 

Virus Laboratory Findings.—The placenta and fetus were re- 
ceived at the laboratory in frozen state on Oct. 21, 1952. Por- 
tions of the placenta were ground and diluted with buffered 
saline solution to make a 10% suspension. Because the fetus 
was macerated, probably from repeated freezing and thawing, 
it was not possible to dissect various portions for virus study. 
Instead, the entire fetus was ground and made into a 10% 
suspension. 

After centrifugation of these suspensions, the supernatants 
of each were inoculated into rhesus monkeys; the animals re- 
ceiving 1 ml. intracerebrally and 1 ml. intranasally. In the 
monkey inoculated with the fetus material, fever developed on 
the fifth day and paralysis on the seventh day. This animal was 
killed, and it showed typical histopathological changes of the 
central nervous system. The virus isolated from this animal was 
identified as poliomyelitis virus type 1. In the monkey receiving 
the placenta material fever developed on the 10th day, and the 
monkey became paralyzed on the 12th day. This animal was 
also killed, and it showed typical poliomyelitis lesions. The virus 
from its spinal cord was identified as poliomyelitis virus type 1. 

Virus from the placenta was also isolated in tissue cultures 
prepared from monkey testicular tissue. The material from the 
fetus was inoculated to similar tissue cultures but gave rather 
poor growth and the results were considered inconclusive. 
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COMMENT 

To our knowledge this is the first report of the dem- 
onstration of poliomyelitis virus in both the placenta and 
fetus infected during pregnancy. It is unfortunate that 
the fetus did not arrive in the laboratory in good con- 
dition, because localization of the virus in the fetus was 
prevented owing to its macerated condition. It is also 
regrettable that a blood sample from the mother was not 
obtained at the time of abortion, in order that the pres- 
ence of viremia might be demonstrated. 

Despite the incomplete information in this case, it 
appears logical to conclude that the virus reached the 
placenta during the viremia stage of the mother’s infec- 
tion and traversed the placenta into the fetus. Whether 
the virus damaged the fetus sufficiently to produce the 
abortion, whether the abortion was due to secondary 
factors, or whether it occurred coincidentally from un- 
related causes is a matter for conjecture. 

If physicians who are alert to these findings make such 
materials available to qualified virus laboratories, addi- 
tional light would be shed on this important and interest- 
ing facet of poliomyelitis pathogenesis. 

324 E. Wisconsin Ave. (2) (Dr. Fox). 


MONGOLISM AND CONGENITAL LEUKEMIA 
George J. Schunk, M.D., Grants Pass, Ore. 


and 


William L. Lehman, M.D., Portland, Ore. 


ecause congenital leukemia has been reported only 
rarely and its association with mongolism is even less 
common, it is thought worth while to report the cases of 
two mongoloid infants in whom blood dyscrasias oc- 


curred. 
REPORT OF CASES 

Case 1.—This infant girl, the third child of a 38-year-old 
mother whose previous children were normal, was born on July 
16, 1952. The only abnormality of gestation was polyhydram- 
nios. After labor was induced approximately three weeks be- 
yond term the child was born asphyxiated. She weighed 3,632 
gm. and showed generalized edema that was especially promi- 
nent on her head and face. After tracheal aspiration she breathed 
promptly, but eight hours after birth she became listless, apa- 
thetic, and jaundiced. Injection of nikethamide was followed by 
a mild generalized seizure. The liver and later the spleen progres- 
sively enlarged so that at 33 hours the liver had descended to the 
umbilicus and the spleen was 3 cm. below the left costal margin. 
At about 48 hours after birth her edema subsided and mon- 
golism, suspected previously, became obvious. Her condition 
went steadily downhill. She was bleeding from the bowel and 
into the skin. She died on the 11th day of life, her jaundice con- 
siderably decreased. 

Her hemoglobin level was 12.7 gm. per 100 cc. 24 hours after 
birth and 11.5 gm. per 100 cc. 33 hours after birth. The white 
blood cell counts were 100,000, 270,000, and 184,000 cells per 
cubic millimeter at 24, 33, and 48 hours after birth, respectively. 





Dr. Schunk was Resident in Pediatrics, University of Oregon Medical 
School, Portland, at the time of this study. Dr. Lehman is Director of 
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Dr. Edwin Osgood, head of the Department of Experimental Medicine, 
University of Oregon Medical School, reviewed the blood and marrow 
findings. Drs. Walter Goss, Gorham Babson, William Moore, and David 
Wiley permitted study of their private patients. 
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The direct Coombs’ test was positive at 24 hours and weakly 
positive at 33 hours. Blood groups of both mother and child 
were group O; the maternal blood contained no Rh agglutinins 
or blocking antibodies, and Kahn and Kolmer serologic tests for 
syphilis were negative. Smears of peripheral blood and bone 
marrow on the second day showed chronic granulocytic leuke- 
mia. At autopsy there were features definitely typical of mon- 
golism, mild jaundice, together with hepatomegaly and spleno- 
megaly, a small splenic infarct, mesenteric lymphadenopathy, 
and gross amounts of blood in the stomach and bowel. The liver 
weighed 230 gm. and the spleen weighed 75 gm. The liver was 
light tan, buttery, and without architectural markings. The left 
hemisphere of the cerebrum was extensively encephalomalacic. 
There were no other gross abnormalities. 

Microscopically there was widespread infiltration with large 
round cells having a scanty, faintly eosinophilic cytoplasm and 
larger hyperchromatic, sometimes lobulated, nuclei. Goodpas- 
ture’s (peroxidase) stain showed faint but definite cytoplasmic 
granulations. These cells completely replaced the normal splenic 
structure and were packed within hepatic sinusoids and between 
clusters of degenerating liver cells. They extensively infiltrated 
the thymus, lymph nodes, adrenals, kidney medulla, islets of 
Langerhans, myocardium, visceral pleural, and brain, and they 
were also found in the alveolar walls of the lungs. The anatomic 
diagnosis was chronic granulocytic leukemia and mongolism. 

Case 2.—On July 31, 1948, a fourth child, weighing 2,354 
gm., was born after an uneventful gestation. His 35-year-old 
mother had had three previous pregnancies. The first child died 
on the third day of life of a congenital heart lesion; the second 
was born dead after an automobile accident, and the third was 
living and well. This infant showed mongolism at birth, and, 
although mild jaundice appeared on the third day, his liver was 
not palpable until the 8th day and his spleen was not palpable 
until the 14th day. There was no lymphadenopathy. Except for 
a few petechiae on the cheeks, forehead, and legs, no striking 
bleeding tendency was evident. The infant thrived, jaundice dis- 
appeared, the liver and spleen returned to normal size at one 
month of age, and the boy was institutionalized. He is still in 
good health and, except for the mongolism, without other evi- 
dent congenital abnormality. 

The hemoglobin was 18.5 gm. per 100 cc. and the white blood 
cell count was 108,500 per cubic millimeter on his sixth day of 
life. Daily white blood cell counts ranged from the latter figure 
to as high as 387,000 per cubic millimeter until the 20th day, 
when the hemoglobin value suddenly dropped to 6.1 gm. and 
his white cell count to 74,500. At one month of age his hemo- 
globin was 3.9 gm. and his white cel! count 4,000 per cubic milli- 
meter. During the leukocytosis there was a striking predomi- 
nance of monoblasts and promonocytes with fine nuclear chro- 
matin and enormous nucleoli, characteristic of acute monocytic 
leukemia. By one month all blast forms had disappeared from 
the peripheral blood. Marrow smears were, unfortunately, un- 
satisfactory during the acute phase of his dyscrasia, but bone 
marrow examined at 6 weeks and at 4 years of age was entirely 
normal. The blood type of the mother was A and that of the 
infant was AB. The infant was cDE (rh’ negative, Rho, rh” posi- 
tive) while the mother was cde (rh’, Rh., rh” negative), Hr’, Hr” 
positive. Hr determinations were not done on the infant. Five 
years after the birth of this child the mother had an Rh block- 
ing (albumin) antibody titer of 1:8. The father’s blood types were 
AB, CDE, and Hr’ and Hr” positive. 


COMMENT 

Eighteen * and possibly 19? patients with congenital 
leukemia have been reported on; the granulocytic form 
is the commonest, while the lymphocytic has been men- 
tioned rarely. The infant in case 1 is an adequately docu- 
mented example of congenital granulocytic leukemia, 
but survival with normal peripheral blood and marrow 
at 4 years of age in the infant in case 2 rules out leu- 
kemia in the latter case of mongolism. The presence of 
blocking antibodies in the mother of the infant in case 2 
and the Rh incompatability raises the question of an 
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isoimmunization process. The remarkable leukemoid re- 
action together with the drop in hemoglobin and white 
blood cells on the 20th day is certainly an atypical course 
for erythroblastosis fetalis. 

Association of blood dyscrasia and mongolism in the 
newborn infant may be more frequent than is generally 
cited, but satisfactory data are lacking.* Since the pro- 
duction of granulocytes is first seen in the 18 mm. em- 
bryo (seventh week) and the lymphoblasts have been seen 
in the blood of an eight week embryo,‘ it is evident that 
the hematopoietic system is undergoing critical matura- 
tion at a time when the developmental disturbance re- 
sulting in mongolism is most likely to occur. It may well 
be that routine examination of blood and marrow smears 
of newborn infants with mongolism might disclose a 
high incidence of cytological abnormality. 


836 N. W. Sixth St. (Dr. Schunk). 
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THERMOMETER FOR MEASURING BODY 
TEMPERATURE IN HYPOTHERMIA 


Leland C. Clark Jr., Ph.D. 
and 


Hardy Trolander, B.S., Yellow Springs, Ohio 


To meet the need for a rugged, easily read thermome- 
ter having a flexible probe, a relatively simple instrument 
has been devised and tested. It consists of a thermistor 
that rapidly changes in electrical resistance with small 
changes in temperature, a source of current, and a 
device to measure the flow of current that is calibrated 
in such a way as to read temperature directly. It is 
designed to operate linearly in the range in which 
experimental and clinical work in hypothermia is in- 
volved, 20 C (68 F) to 41 C (105 F). For a discussion 
of other types of instruments for measuring temperature, 
the review by Burton ' may be consulted. The apparatus 
described by Weiss and Ripstein,? which is useful for 
continuous recording, has the disadvantage of depending 
on a flexible capillary tube that may break or change 
its characteristics on continued bending. 

The temperature-sensitive thermistor element is 
mounted at the end of a 6 ft. wire and is sealed so that 
it is waterproof. Leads considerably longer than this can 
be used in measuring temperatures of rooms and incuba- 
tion chambers located at distant points. Plug-in leads of 
Silastic-coated wire may be used when the probe must 
be autoclaved. Power is supplied by an ordinary replace- 
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The apparatus is manufactured by the Yellow Springs Instrument Co., 
Inc., Yellow Springs, Oh o, under the name Tele-thermometer. 
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able flashlight battery that gives well over 2,500 hours 
of continuous service or about a year’s intermittent 
service. 

The large dial makes it possible to clearly read the 
temperature at a considerable distance and minimizes 
the chance of error encountered in reading glass ther- 
mometers. Unlike thermocouple galvanometers, no ma- 
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Fig. 1.—C rcuit d'agram of the thermometer. R1 and R2, 2,000 ohms, 
1%, wire wound; R3, 820 ohms; R4, 300 ohms, rheostat; R5, 1,200 ohms; 
R6, 1,000 ohms, rheostat; RT, thermistor, 2,000 ohms, Carbo‘oy, grade 1; 
M, Simpson model 29 meter, 50 microamperes, 2,000 ohms; B flashlight 
battery size D, 1.5 volt; SW, power swtch connected so as to protect 
microammeter by shunt.ng when in the “off’’ pos.tion. 


nipulation of the apparatus is required before reading 
the temperature. The instrument is considerably more 
rugged than either a glass thermometer or a galvanometer 
and will withstand continued transportation. 

The electrical circuit used cons:sts of a balanced 
Wheatstone bridge (fig. 1). The thermistor bead has a 
resistance of 2,625 ohms at 20 C and a resistance of 
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Fig. 2.—Effect of coatings of various thicknesses on the response time of 
the thermistor unit. The curves were obtained by moving the probe from 
a 68 F bath directly to a bath at 103 F or 104 F. 


1,115 ohms at 40 C, Initial calibration of the unit was 
done by placing the thermistor in water at 105 F and 
setting the variable resistance R4 and then placing the 
thermistor in a 68 F bath and setting R6. No further 
adjustments of R4 should be necessary, but an occa- 
sional resetting of R6 is required to compensate for 
aging of the battery. After the calibration the probe was 
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immersed in a water bath with a Bureau of Standards 
certified thermometer and comparative readings were 
taken as the bath was warmed from 20 C to 40 C and 
cooled to 20 C. In 60% of the readings the values cor- 
responded exactly, while in 20% the thermistor read 
0.1 C too high and in the remaining 20% the thermistor 
read 0.1 C too low. The response time of the instrument 
is related to the thickness of the coating on the thermis- 
tor bead (fig. 2). The bead must be waterproofed by a 
coating of some kind, but when very rapid full-scale 
response is desired a very thin coating can be used. 

Thermometers of this type have been in use in the 
Fels Research Institute for over a year in the measure- 
ment of rectal and esophageal temperatures in hypo- 
thermic animals in connection with experiments with a 
heart-lung machine.* An instrument with multiple-lead 
disk-type thermistors is being successfully used in the 
institute in the measurement of skin temperatures.‘ The 
usefulness of the instrument has been tested in measur- 
ing rectal temperatures of patients made hypothermic 
for the diagnos:s and treatment of congenital cardio- 
vascular anomalies.’ Instruments similar in principle to 
that described here have been used in the measurement 
of blood temperatures of animals by mounting the ther- 
mistor on a catheter tip ° and in measuring subcutaneous 
temperatures by mounting the thermistor in a syringe 
needle.’ 
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GUILLAIN-BARRE SYNDROME OCCURRING 
DURING CORTISONE THERAPY 


Harold Grant, M.D. 
and 


Henry N. Leopold, M.D., San Antonio, Texas 


The cause of the Guillain-Barré syndrome is still un- 
known. In the past the most widely held view was that 
the syndrome was caused by a neurotropic virus; this 
virus has not yet been identified and has not been trans- 
mitted. In recent years the reporting of various other 
causes has shown a swing in thought toward hypersensi- 
tivity as the cause of the syndrome,’ as the pathological 
changes reported have been interpreted as more typical 
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Report of a Case, ibid. 152: 139-140 (May 9) 1953. Fiese, M. J.; 
Cheu, S., and Radding, J.: Guillain-Barré Syndrome in Infectious Mono- 
nucleosis: Report of a Case with Recovery Following Administration of 
Cortisone, A. M. A. Arch. Int. Med. 92: 438-441 (Sept.) 1953. 
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of hypersensitivity than of the acute inflammation of 
infection.* For this reason, several patients have been 
treated with corticotropin (ACTH) or cortisone with 
apparently good response, which was considered to indi- 
cate that the syndrome was based on allergy or hyper- 
sensitivity rather than on a direct infection of the central 
nervous system.* The assumption that a response to 
corticotropin or cortisone rules out an infectious basis is 
perhaps not valid. Certainly corticotropin or cortisone, 
while interfering with the body’s resistance to infection, 
can also diminish the local reaction and swelling second- 
ary to infection and thereby reduce some of the clinical 
manifestations of an infection. This is especially true in 
syndromes in which space and pressure are important 
factors; in the Guillain-Barré syndrome, swelling of the 
nerve roots is part of the pathological change, and corti- 
cotropin and cortisone might well diminish the degree of 
swelling in either allergic or infectious response. The 
following case is reported because of the occurrence of a 
typical Guillain-Barré syndrome during adequate corti- 


sone therapy. 
PY REPORT OF A CASE 


A 33-year-old white woman was first seen on Sept. 22, 1953, 
and admitted to the hospital on the same date. She had had 
severe rheumatoid arthritis for many years with much crippling 
of the hands and some involvement of the knees and ankles. 
For the preceding three years she had been treated with corti- 
sone. The maintenance dose was 100 mg. daily, orally, and 
occasionally the patient would take as much as 300 mg. a day. 
One week before admission to the hospital nausea, vomiting, 
abdominal cramps, mild diarrhea, and low-grade fever de- 
veloped. Three days later the patient began having difficulty in 
walking, generalized weakness, and severe numbness involving 
both lower extremities and the trunk. On the day before ad- 
mission the vomiting and other gastrointestinal symptoms 
stopped, and the patient increased her dosage of cortisone to 
300 mg. On the day of admission both legs were paralyzed, and 
a paralysis of the left facial nerve had developed. She again 
took 300 mg. of cortisone. Periodically during the preceding 
three years the patient had taken potassium chloride by mouth. 
She had had no added potassium, however, during the several 
weeks before her present illness. 

On physical examination the patient appeared acutely ill and 
somewhat apprehensive. Her face was moon shaped, and there 
was moderate acne. The temperature was 99 F. There was no 
respiratory distress and no lymphadenopathy. The pupils were 
round and equal in size and reacted to light and accommodation. 
The eyegrounds were normal. The ears, nose, and throat were 
normal. The thyroid gland was not enlarged. The lungs were 
clear. The blood pressure was 170/110 mm. Hg. The heart and 
abdomen were normal. The knees showed mild changes from 
rheumatoid arthritis, and all of the joints in the hands were 
severely crippled and deformed. Neurological examination 
showed that except for a peripheral left facial paralysis, the 
cranial nerves were intact. The patient was unable to move 
either lower extremity. There was weakness of both upper 
extremities. None of the deep or superficial reflexes were pres- 
ent. The sensory examination was normal except for the sub- 
jective numbness involving the lower extremities and trunk. 
Laboratory examination showed 4,540,000 erythrocytes per 
cubic millimeter, hemoglobin level 83% of normal (Leitz 
colorimeter; 13 gm.), and a leukocyte count of 15,000 per cubic 
millimeter, with a differential of 4 stab forms, 60 polymorpho- 
nuclear leukocytes, 23 lymphocytes, 1 monocyte, and 1 eosino- 
phil. The urine showed a trace of albumin and was otherwise 
normal. Blood chemistry studies showed chlorides 550 mg., cal- 
cium 10.1 mg., sodium 280 mg., and potassium 17.1 mg. per 100 
cc. The carbon dioxide combining power was 47.5 vol. %, urea 
nitrogen 7.6 mg., uric acid 2.2 mg., and sugar 102 mg. per 
100 cc. The spinal fluid showed one white blood cell per cubic 
millimeter, no red blood cells, and protein 104 mg., sugar 
60 mg., and chlorides 40 mg. per 100 cc. Wassermann and 
colloidal gold reactions were negative. 
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When the patient was first seen, the neurological manifesta- 
tions suggested severe hypopotassemia. An electrocardiogram 
made just before admission to the hospital was normal and 
showed none of the changes associated with hypopotassemia. 
The patient was given 3 gm. of potassium chloride by intra- 
venous drip with no benefit. Because of the flaccid paralysis with 
numbness, the preceding gastrointestinal disturbances, the facial 
paralysis, and the spinal fluid findings, a diagnosis of Guillain- 
Barré syndrome was made. During the first week in the hospital, 
the cortisone therapy was stopped with no apparent benefit and 
with actual progression of the disease. Transient diplopia oc- 
curred without objective findings in the extraocular muscles. On 
one occasion there was some difficulty in urinating. After the 
first week, because of increasing arthritic symptoms, cortisone 
therapy was resumed. After the second week, the patient began 
to show gradual but sustained improvement. Her deep reflexes 
returned, and the paralysis in the legs gradually disappeared. 
The facial paralysis had gone except for slight residual weak- 
ness. In an attempt to reduce the hormonal effects of 100 mg. 
of cortisone a day, the medication was changed to 60 mg. of 
hydrocortisone (Hydrocortone). 


This case is reported because of the occurrence of the 
Guillain-Barré syndrome despite adequate cortisone ther- 
apy. There are several possible explanations: 1. The 
Guillain-Barré syndrome was caused in some way by cor- 
tisone therapy. This coincidence has not been previously 
reported; however, there have been reports of peripheral 
neuritis and of convulsions * with increased spinal fluid 
protein in patients taking cortisone. This explanation 
seems well ruled out, since the syndrome showed pro- 
gression after the cortisone therapy was stopped, and 
improvement occurred despite resumption of cortisone 
therapy. 2. The Guillain-Barré syndrome had an allergic 
basis. This possibility is unlikely, since the syndrome 
appeared during administration of large doses of cortisone 
and progressed despite the added cortisone taken at the 
onset of the illness. 3. The Guillain-Barré syndrome was 
caused by an infection starting in the gastrointestinal tract 
and involving the central nervous system. The cortisone 
either had nothing to do with the syndrome or perhaps 
helped its development by breaking down the usual bar- 
riers of resistance. 

SUMMARY 

A case of Guillain-Barré syndrome occurred in a 
patient with rheumatoid arthritis while large doses of 
cortisone were being administered. This coincidence is 
evidence against hypersensitivity as the cause of some 
cases of Guillain-Barré syndrome. 


602 W. French PI. (Dr. Grant). 


4. Geppert, L. J.; Dietrick, A. C.; Johnston, E. H., and Lind, C. J.: 
Fatal Convulsive Seizures Associated with Cortisone Therapy: Report of 
a Case, A. M. A. Am J. Dis. Child. 84: 416-420 (Oct.) 1952. 





Signs of Health.—I think it would be extremely interesting 
just as an amusing experiment to run a little questionnaire 
of this group, “Please put down 20 signs of health.” Well, 
you know, every one of us, as fast as we could write, could 
put down 20 signs of disease. Why don’t we pay more atten- 
tion to signs of health? I believe there are such. I got one 
from Professor Passmore in Edinburgh who said, “I know 
that I am healthy because there’s a little stream in the meadow 
that I have to cross before I get to my laboratory, and there’s 
a little footbridge over that stream. On the days when I dis- 
pense with the footbridge and take a run and a jump over that 
stream, those are the days that I know that I'm healthy.”"— 
A. Gregg, M.D., Commentary, The Journal of Medical Edu- 
cation, October, 1953. 
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TOXICITY OF METHIMAZOLE (TAPAZOLE) 


G. S. Accetta, M.D., Cincinnati, Ohio 
A. O. Fitzmorris, M.D., Palm Springs, Calif. 
and 


R. F. Wettingfeld, M.D., Memphis, Tenn. 


Toxic manifestations of methimazole therapy have 
een documented by several investigators.’ Skin rashes, 
agranulocytosis, arthritis, and toxic hepatitis have been 
reported. We wish to report the case of a patient treated 
with methimazole in whom a sudden marked neuropathy 
associated with foot drop developed. 


REPORT OF CASE 


The patient, a 50-year-old Hawaiian man, was admitted to 
the hospital in September, 1952, with complaints of progres- 
sive nervousness, weakness, weight loss despite ravenous appe- 
tite, heat intolerance, and diarrhea of about six months’ dura- 
tion. Physical examination revealed a cooperative but excitable 
patient who had moderate arm tremors. There was a lid lag 
but no exophthalmos. There was some weakness of the quadri- 
ceps muscle, but the patient was able to stand up and climb 
onto a chair without assistance. Neurological examination 
showed no other abnormalities, all movements were intact, and 
his gait was normal. Repeated tests for basal metabolic rate 
were in the +70% range, and the total amount of cholesterol 
was 110 mg. per 100 cc. of serum. Roentgenograms of the skull 
revealed some osteoporcsis. 

A diagnosis of hyperthyroidism was made, and the patient 
was started on therapy with methimazole (Tapazole), 20 mg. 
daily for 17 days. The dosage was increased to 30 mg. daily 
(the basal metabolic rate then was +45) and continued for an 
additional 23 days (basal metabolic rate, +11). The patient 
then suddenly had marked difficulty in walking and a definite 
left foot drop. Physical examination revealed marked weakness 
of both lower extremities, which was more prominent on the 
left, with complete left foot drop. Left knee and ankle jerks 
as well as abdominal and cremasteric reflexes were absent. The 
reflexes on the right were barely present with reinforcement. 
Tests of the spinal fluid, including use of the manometer, were 
normal. Methimazole therapy was discontinued, and the pa- 
tient was started on vitamin B given parenterally. Symptoms 
of hyperthyroidism gradually returned and the basal metabolic 
rate rose to +50 after 30 days. The patient was then started 
on therapy with propylthiouracil, 100 mg. twice daily. The 
hyperthyroid condition was quickly controlled by this regimen, 
and the improvement was maintained by variations of the above 
dosage. 

The neuropathic condition of the patient began to improve 
soon after discontinuation of methimazole therapy. His pro- 
gress was slow but definite with a regimen of daily physio- 
therapy including whirlpool, massage, and exercises. After 
about six months, the patient was no longer bedridden but fully 
ambulatory. At the time of writing, however, there is still mini- 
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mal waddling plus a slight weakness of the left foot. There is 
minimal atrophy of the left thigh and calf, although the strength 
and development of these muscles are excellent. Sensory exami- 
nation of the lower extremities has shown them to be entirely 
normal both as to pain and position. Superficial abdominal and 
cremasteric reflexes are present bilaterally. Knee reflexes are 
hypoactive but present. Left ankle jerk cannot be elicited, but 
right ankle jerk is present though hypoactive. 


CONCLUSION 
Although the development of a toxic neuropathy in 
the patient during the administration of methimazole 
(Tapazole) may have been a coincidence, it is strongly 
suggestive that it may have been caused by this drug, 
which is comparatively new. 


U. S. P. H. S. Outpatient Clinic, U. S. Post Office, Courthouse 
Bldg. (Dr. Accetta). 


AUXILIARY MAGNIFYING LENS 
FOR SIGMOIDOSCOPE 


Souren H. Tashian, M.D., Seattle 


Since sigmoidoscopic examinations are becoming more 
widely used, a simple device is presented that facilitates 
the taking of biopsy specimens from lesions of the rectum 
and lower sigmoid and is equally useful in attacking be- 
nign and premalignant lesions under direct vision. The 





A small auxiliary magn fying lens of the same magnification as the 
larger lens on a Welch-Allyn s gmo.doscope. 


auxiliary lens, attached on a pivot on any sigmoidoscope, 
allows ample room for biopsy or fulguration under the 
same magnification as the larger lens (see figure). When 
the proximal end of the sigmoidoscope is open it is 
easier to advance the sigmoidoscope under atmospheric 
pressure. This auxiliary magnifying lens, unlike telescopic 
devices, does not need any adjustments. It is simple, 
inexpensive, and always ready. The distance and focal 
point in a sigmoidoscopic examination are constant. Thus 
the same magnification is assured whether the sigmoido- 
scope is closed or open. 


702 Summit (22). 
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ACCEPTED FOODS 


The following products intended for use in low sodium and 
other therapeutic diets, have been accepted as conforming to 
the rules of the Council. Data regarding composition represent 
the best available information, which is based on submitted 
reports of analyses. The Council has requested continuing ana- 
lytical studies, especially of the sodium content of products in- 
tended for use in low sodium diets, because of the natural 
variations in the composition of processed foods. 


JAMES R. WiLson, M.D., Secretary. 


Comstock Canning Corporation, Newark, N. Y. 
Comstock Brand Diet Pack Sliced Beets. 

Ingredients: Dark Red Detroit Perfected beets packed in 
water without any added salt. 

Analysis (submitted by manufacturer).—Total solids 10.05%, 
moisture 89.95%, ash 0.48%, fat (ether extract) 0.07%, pro- 
tein (N « 6.25) 1.01%, crude fiber 0.59%, carbohydrate 7.90%, 
and sodium 33.5 mg./100 gm. 

Calories —0.36 per gram; 10.2 per ounce. 

Use.—For use in low sodium and other therapeutic diets. 


Comstock Brand Diet Pack Cut Wax Beans. 

Ingredients: Kinghorn variety wax beans packed in water 
without any added salt. 

Analysis (submitted by manufacturer).—Total solids 3.5%, 
moisture 96.5%, ash 0.25%, fat (ether extract) 0.16%, protein 
(N x 6.25) 0.82%, crude fiber 0.54%, carbohydrate 1.73%, 
and sodium 1 mg./100 gm. 

Calories —0.12 per gram; 3.4 per ounce. 

Use.—For use in low sodium and other therapeutic diets. 


Comstock Brand Diet Pack Cream Style Golden Sweet Corn. 

Ingredients: Tendermost variety sweet corn packed in water 
without any added salt. 

Analysis (submitted by manufacturer).—Total solids 22.48%, 
moisture 77.52%, ash 0.53%, fat (ether extract) 0.53%, pro- 
tein (N x 6.25) 3.53%, crude fiber 0.33%, carbohydrate 
17.56%, and sodium 0.50 mg./100 gm. 

Calories.—0.89 per gram; 25.2 per ounce. 

Use.—For use in low sodium and other therapeutic diets. 


Pratt-Low Preserving Company, Santa Clara, Calif. 
Pratt-Low Brand Dietetic Pack Thompson Seedless Grapes 

Ingredients: Thompson seedless grapes packed in water with- 
out any added sugar or salt. 

Analysis (submitted by manufacturer).—Total solids 15.2%, 
moisture 84.8%, ash 0.4%, fat (ether extract) trace, protein 
(N x 6.25) 0.5%, crude fiber 0.2%, other carbohydrates (by 
difference) 1.2%, total sugars (as invert) 12.9%, acidity (as tar- 
taric acid) 0.3%, and sodium 1.89 mg./100 gm. 

Calories. —®.58 per gram; 16.25 per ounce. 

Use.—For use in low sodium, low calory, and other thera- 
peutic diets. 


Pratt-Low Brand Dietetic Pack Elberta Yellow Freestone 
Peaches (Sliced and Halves) 

Ingredients: Elberta Yellow Freestone peaches packed in 
water without any added sugar or salt. 

Analysis (submitted by manufacturer).—Total solids 8.1%, 
moisture 91.9%, ash 0.3%, fat 0.1%, protein (N x 6.25) 0.4%, 
crude fiber 0.3%, other carbohydrates (by difference) 7%, and 
sodium 2.77 mg./100 gm. 

Calories.—0.31 per gram; 8.9 per ounce. 

Use.—For use in low sodium, low calory, and other thera- 
peutic diets. 


_nlUC lO 


Vv - -—_ «=e eo 








Vol. 155, No. 3 


255 


HOSPITAL SERVICE IN THE UNITED STATES 


THIRTY-THIRD ANNUAL PRESENTATION OF HOSPITAL DATA BY THE COUNCIL ON MEDICAL EDUCATION 
AND HOSPITALS OF THE AMERICAN MEDICAL ASSOCIATION 


By F. H. Arestad, M.D., and Mary A. McGovern 


TABLE OF CONTENTS 


Pace PAGE PAGE 

Hospital Service: Tables and Text (Pages Revenge. TA COMM. asccccdeccccccceses 264 Practical Nurses and Auxiliary Personnel... 271 
255-278) ....++0+-+. Te ere ee ee 255 Percentage of Beds Occupied.............. 265 Technical Personnel in Hospitals.......... 272 
Table 1 Hospital Facilities by States and Average Length of Stay...vsssssssssessee 265 Schools of Medical Technotogy. 0... 2 
Table 2. Hospital Facilities by States and aby oteact Web Sangeet 266 Schools for X-Ray Technicians............ 275 
(Om ey PRR ee Pe 261 te ee 266-267 Schools of Physical Therapy............... 276 
Scope Of Survey. .......++sseeeeeeeeeeeees 256 General Practice Sections...............-. 267 Schools of Occupational Therapy.......... 276 
Number, Size, and Classification of Hospitals 256 Standard Nomenclature of Diseases and Schools for Medical Record Librarians.... 277 
BR IN io o002 000s ct ueessansnetaere 260 SE ca dec cevcrccectocussoovcses 268 Schools for Medical Record Technicians.... 277 
Number of Patients Admitted............+. 263 Professional Nursing Personnel............ 269 Shortage of Technical Personnel........... 278 


The present report of the Council on Medical Educa- 
tion and Hospitals is based on information received from 
6,840 hospitals registered by the American Medical 
Association. These institutions show again a continued 
increase in the volume of hospital service in the United 
States as evidenced by the combined total of 19,869,061 
admissions in 1953 compared with 18,914,847 in the 
previous year. This represents one admission every 1.6 
seconds. There was also a new high in the number of hos- 


tical material on technical personnel; (5) an analysis of 
hospitals utilizing Standard Nomenclature of Diseases 
and Operations; (6) information on general practice sec- 
tions in hospitals; and (7) a general report on the tech- 
nical schools approved by the Council on Medical Educa- 
tion and Hospitals for the training of medical tech- 
nologists, x-ray technicians, occupational therapists, 
physical therapists, medical record librarians, and medi- 
cal record technicians. 





All Registered Hospitals 
No ns css baiseuee Wane see ee 6,840 
IN i nd okie eb. 4k pds we 1,573,014 
a ian tiene eebibhs tees dobeee 96,308 
Patients admitted ................... 19,869,061 
Dt he case ihidadssqenas becetegeee 3,307,182 
Average daily cemsus................. 1,332,551 
RE re ere 486,381,115 





SUMMARY OF HOSPITAL DATA—1953 


General Hospitals 


RDN Ae oh! doen Sgrenae Srant pe: aE 5,087 
Ne is «oats 4+ sm pate a's bel 653,752 
ED We dries pd xen didn Sa beene on one 93,012 
Patients admitted ..................:. 18,692,812 
ae Ap Erne ay CCN sia Pan ar SE 3,228,589 
Average daily census................. 477,272 
PI os wo vet ewbatccbanas Jiuote 174,204,280 








pital births, which in the last year totaled 3,307,182, or 
one live baby every 9.5 seconds. The highest previous 
total was 3,170,495 in 1952. The bed capacity has ex- 
panded from 1,541,615 in 1952 to 1,573,014, with a 
corresponding increase in the average daily census from 
1,309,377 to 1,332,551. Thus in the 12 months covered 
by this report the hospitals registered by the American 
Medical Association provided a total of 486,381,115 
days of patient care. 

Included in the present report for 1953 are (1) statis- 
tical and other descriptive material on the number, size, 
and classification of hospitals, type of service offered, 
ownership or control, bed capacity, number of admis- 
sions, hospital births, average length of stay in general 
hospitals, bed occupancy rates, average daily census, and 
total patient days; (2) information on professional, prac- 
tical, and other ancillary nursing personnel, schools of 
nursing education, and student enrollment; (3) data on 
x-ray, laboratory, and outpatient departments; (4) statis- 


The lists of hospitals and technical schools are not 
included in the present issue but have been revised and 
published in a separate supplement that will be distributed 
to all registered hospitals, medical schools, approved 
technical schools, secretaries of state medical associa- 
tions, secretaries of county medical societies, editors of 
state medical journals, state boards of medical examiners, 
national and state hospital associations, state boards of 
nurse examiners, state health officers, medical depart- 
ments of the federal government, allied technical associa- 
tions, and other agencies. Copies are also available to 
individual physicians and other subscribers to THE 
JOURNAL and may be obtained from the Council on 
Medical Education and Hospitals of the American Medi- 
cal Association. 

As in previous years, the list of registered hospitals 
will contain special symbols designating (1) the hospitals 
approved by the American Medical Association for intern 
and residency training, (2) hospitals maintaining cancer 
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clinics approved by the American College of Surgeons, 
(3) hospitals conducting schools of professional nursing 
education or affiliated training programs accredited by 
the respective state boards of nurse examiners, and (4) 
hospitals fully approved by the Joint Commission on 
Accreditation of Hospitals sponsored by the American 
College of Physicians, the American College of Surgeons, 
the American Hospital Association, the American Medi- 
cal Association, and the Canadian Medical Association. 


TaBLeE A.—Summary of Growth of Hospitals, 1909 to 1953 





Federal State All Other 
Hospitals Hospitals Hospitals Total 
sgt ~~ e =» t.. : —_— , a 
Num- Capae- Num- Capaec- Num- Capac- Num- Capac- 
Year ber ity ber ity ber ity ber ity 


1909 71 8,827 232 189,049 4,056 223,189 4,359 421,065 
1914 93 12,602 294 232,834 4,650 287,045 5,047 532,481 
1918 110 18,815 303 262,254 4,910 331,182 5,323 612,251 
1923 220 53,869 601 302,208 6,009 399,615 6,830 735,722 
1928 294 61,765 595 369,759 5,963 461,410 6,852 89? ,934 
1931 291 69,170 576 419,282 5,746 485,663 6,613 974,115 
1932 301 74,151 568 442,601 5,693 497,692 6,562 1,014,354 
1933 295 75,635 557 459,616 5,585 491,765 6,437 1,027,046 
1934 313 77,865 544 473,035 5,477 497,201 6,334 1,048,101 
1935 316 83,353 526 483,994 5,404 507,792 6,246 1,075,139 
1936 323 84,234 524 503,306 5,342 509,181 6,189 1,096,721 
1937 329 97,951 522 508,913 5,277 517,684 6,128 = 1,124,548 
1938 330 92,248 523 541,279 5,313 §27,853 6,166 1,161,380 
1939 329 96,338 523 660,575 5,374 538,113 6,226 1,195,026 
1910 336 108,928 621 572,079 5,434 545,238 6,291 1,226,245 
1941 428 179,202 530 600,320 5,400 544,859 6,358 1,324,381 
1942 474 220,938 530 606,437 5,341 556,452 6,345 1,383,827 
1943 827 476,673 531 610,115 5,297 562,466 6,655 1,619,254 
1944 798 651,135 539 609,025 5,274 569,785 6,611 1,729,945 
19145 705 546,384 549 619,642 5,257 572,918 6,511 1,733,914 
1946 464 264,486 557 628,363 5,259 575,865 6,280 1,468,714 
1947 401 213,204 563 626,618 5,312 585,370 6,276 1,425,222 
1948 372 185,098 567 648,386 5,396 590,036 6,335 1,423,520 
1949 361 182,254 573 656,611 5,638 600,165 6,572 1,439,030 
1950 355 186,793 552 665,019 5,523 695,100 6,430 1,456,912 
1951 388 216,939 554 683,376 5,695 629,673 6,637 1,529,988 
1952 386 =. 211,510 549 691,408 5,730 638,697 6,665 1,541,615 
1953 392 200,535 550 711,824 5,898 660,655 6,840 1,573,014 


The preparation of this report has been made possible 
only through the continued cooperation of the hospitals 
and technical schools represented. The Council, there- 
fore, wishes to express its appreciation to the administra- 
tion and staffs of all hospitals and schools, the medical 
departments of the federal services, and all others who 
have generously assisted in the present survey. 


Scope of Survey 

Included in the present survey are 6,840 registered 
hospitals in the United States, 25 in Alaska, 6 in the 
Canal Zone, 2 in Guam, 35 in Hawaii, 61 in Puerto Rico, 
and 4 in the Virgin Islands. All of these will be found in 
the supplemental list of registered hospitals, but the statis- 
tical report as here presented is limited solely to the 6,840 
hospitals located within the continental limits of the 
United States. Designated by special symbols are 2,689 
hospitals approved by the Joint Commission on Accred- 
itation of Hospitals, 697 hospitals operating cancer clinics 
approved by the American College of Surgeons, 1,071 
hospitals with accredited schools of professional nursing, 
271 hospitals offering acceptable affiliated programs in 
nursing education, and 1,322 hospitals approved by the 
American Medical Association for the training of interns 
and/or resident physicians. In this latter group are 850 
hospitals approved for internships and 1,146 approved 
for residency training. A further report on these educa- 
tional services will appear in the Internship and Residency 
Number of THE JOURNAL, Sept. 25, 1954. Full considera- 
tion has also been given to the technical programs, which 
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include 575 schools of medical technology, 369 schools 
for x-ray technicians, 36 schools of physical therapy, 31 
schools of occupational therapy, 24 schools for medical 
record librarians, and 4 newly established schools for 
medical record technicians. 

Changes, corrections, and additions have been made 
in the registered list up to date of publication and, there- 
fore, totals derived from the list itself may show slight 
variations from those presented in the tables of the statis- 
tical report. In the report of 1952, published in THE 
JOURNAL May 9, 1953, a total of 6,665 hospitals were 
included. To this number 336 have been added in the 
last year, whereas 105 were closed or deleted for other 
reasons and 56 failed to supply the information necessary 
for continued listing. This latter group reported 3,850 
beds in 1952, 61,237 admissions, an average daily census 
of 2,968 and 9,538 births. 


Number, Size, and Classification of Hospitals 
The registration of hospitals is carried out in accord- 
ance with standards officially adopted by the House of 


TABLE B1.—Hospitals Classified by Size and Type of Service 


Hos- Bassi- Admis- Average 























































Bed Capacity pitals Beds nets sions Census’ Births 
Under 25 
PG ictenonabewneus 882 14,915 4,883 557,733 7,754 107,948 
| ere 26 455 — 4,529 as  6eenes 
i ee 12 227 a 410 __ 2a 
Other hospitals.......... 124 1,936 383 51,276 1,178 8,889 
etd cveacessinwie 1,044 17,533 5,266 613,948 9,426 116,837 
25-49 
ei is baba reaiiel 1,250 43,349 10,976 1,606,127 25,220 293,675 
Pw omeveniwsdoucwas 75 2,600 ia 26,979  andugiane 
Co, 52 1,983 — 2,619 - Ae 
Other hospitals.......... 204 7,226 709 96,916 4,172 11,340 
Be iccnusscgdsaccdoes 1,581 55,158 11,68 1,732,671 32,721 305,015 
50-99 
I cicnucceswectaed 1,114 75,936 16,514 2,893,222 60,268 524,453 
CP) eeehadaman 74 5,189 17 31,529 4,044 446 
i Ee 99 7,000 12 8,733 5,771 5 
Other hospitals.......... 211 14,312 667 164,952 9,263 18,760 
ERS cctlsiecncwe 1,498 102,437 17,210 3,098,436 69,346 543,664 
100-199 
General.... 934 128,932 23,533 4,622,357 92,834 840,061 
N & M..... 62 8,588 2 28,787 Ge... . sacce 
Tuberculosis....... 109 14,484 19 17,495 11,580 19 
Other hospitals... 122 16,728 «= 531 257,577 11,859 ~——:17,320 
ee 1,227 168,732 24,085 4,926,216 122,728 857,400 
200-299 
0 Se eres 430 102,641 15,406 3,352,995 78,051 588,192 
RES Seer ee 22 5,200 wake 6,019 4,617 1 
Tuberculosis...........++ 58 14,138 a 16,132 11,892 13 
Other hospitals.......... 41 9,718 303 94,058 7,051 8,135 
PN ork cseve sections 551 =: 131,697 15,709 3,469,204 101,611 596,341 
300-499 
sc ticennccswenen 291 109,073 13,012 2,989,247 83,994 523,921 
SN dave speuvece $2 12,206 ... 7,006 10,361 ...... 
Tuberculosis... .....ccece 50 19,116 5 22,579 16,382 51 
Other hospitals.......... 16 6,455 392 53,784 5,305 8,492 
WD evcdaccchecceess 389 146,850 13,409 3,072,616 116,042 532,464 
500 and over 
DET dco teh dkinennee 186 178,906 8,688 2,671,131 139,151 350,339 
LR ee 302. 715,155 169 223,487 691,186 406 
po ee 40 31,458 85 40,473 27,568 4,713 
Other hospitals.......... 22 25,088 2 20,879 22,772 3 
Ce eee nee 550 = 950,607 8,944 2,955,970 880,677 355,461 











Total all hospitals..... 6,840 1,573,014 96,308 19,869,061 1,332,551 3,307,182 


Delegates of the American Medical Association. These 
requirements were published in THE JOURNAL, May 7, 
1949, pages 35-36, under the title “Essentials of a Reg- 
istered Hospital.” It is in accordance with these stand- 
ards that the present total of 6,840 hospitals have been 
accepted for registration. Of this number, 2,136, or 31%, 
operate under governmental control, whereas 4,704, or 
69%, are in the nongovernmental classification. Among 
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the latter are 1,169 church hospitals, 2,206 other non- 
profit associations, 900 individual or partnership hos- 
pitals, and 429 operating as corporations unrestricted as 
to profit. When classified by control, the governmental 







TaBLE B2.—Hospitals Classified by Size and Control 






















































































































































































Hos- Bassi- Admis- Average 
Bed Capacity pitals Beds nets sions Census Births 
Governmental 
Under 25 7 
PRBRIEE, occcscccseccessss 14 256 68 7,079 122 1,268 
BEBO... cocccccrccosesceces 14 245 one 4,739 CO 
City and county......... 137 2,450 755 86,594 1,245 16,165 
WOCRE. ccccccscsvcsscse 165 2,951 823 98,412 1,466 17,433 
25-49 
PN Riindtencns0cseeees 52 1,799 284 40,872 834 4,393 
State. .cccosecccccccescece 37 1,°%3 18 23,937 475 474 
City and couuty......... 330 11,632 2,805 367,620 6,804 72,045 
WI cnevenpesvcoscee 419 14,704 3,107 432,429 8,113 76,842 
50-99 
| ees 28 1,962 311 49,980 1,134 9,345 
SD gccocede cusctececuese 57 3,980 153 62,682 2,172 4,711 
City and county......... 296 19,9i9 3,358 526,227 13,518 101,201 
ip vewaresceessaes 381 25,891 3,822 648,889 16,824 115,57 
100-199 
i nisesennesqens 55 7,694 530 147,738 6,205 22,200 
Bicicdwetcwrsenesneee 67 9,103 279 82,714 6,400 9,415 
City and county......... 203 26,743 2,916 574,447 19,184 97,932 
Bb cicdeeeicccescs 325 48,540 3,725 804,899 30,789 129,547 
200-999 
ividanennvesereere 45 10.572 294 122,685 7,781 7,848 
BERGB ccccccescococcccccce 39 9,579 167 47,819 6,950 6,776 
City and county......... 85 20,560 1,388 299,690 16,.67 46,639 
We ccnccccsseneess 169 40,711 1,779 470,224 30,998 61,313 
300-499 
Ean 69 27,938 482 278,203 20,602 20,167 
BERR. coccoscccccccce- cos 61 2,423 414 99,759 17,118 12,979 
City and county......... 60 22,783 1,557 321,197 19,168 52,817 
OO 180 71,124 2,453 690,159 56,888 85,963 
600 and Over 
Pc icthveccetccas se 129 150,314 1,617 814,732 124,180 72,771 
Bic cscccvcveveescocccee 285 667,221 938 415,502 641,664 35,286 
City and county......... 83 96,548 2,549 802,333 84,914 101,256 
We istcatecesesenees 497 914,083 5,104 2,032,567 850,788 209,313 
Total governmental... 2,136 1,113,004 20,813 5,177,579 995,866 695,668 
Nongovernmental 
Under 25 
Church and other 
a arene 331 6,052 2,018 199.329 8,440 42,373 
Proprietary.......ssseees 548 8,530 2,425 316,207 4,520 57,031 
POtals. .ccccccccoceccce 879 14,582 4,443 615,536 7,960 99,404 
25-49 
Church and other i 
ey 686 24,517 5,783 796,889 15,011 150,353 
PHOPTItALy..cccoccovecse 476 15,937 2,795 503,353 9,597 77,820 
DOC vcccccccccccesses 1,162 40,454 8,578 1,300,242 24,608 228,173 
50-99 
Church and other 
rer 898 62,029 11,650 2,051,813 42,282 371,453 
pS 219 14,517 1,738 397,734 10,240 56,954 
ee 1,117 = 76,546 18,388 2,449,547 52,522 428,407 
100-199 
Church and other 
RINE s:cenecéconnce 828 115,562 19,450 8,858,673 84,612 687,161 
PR sence cscecees 74 9,630 910 262,644 7,327 40,692 
ne 902 125,192 20,860 4,121,317 91,9389 727,853 
200-299 
Church and other 
nonprofit......... eoeee 875 89,295 18,724 2,957,595 69,214 625,734 
Proprietary.......ssss+ 7 1,691 206 41,385 1,399 9,294 
BOCES .c cccccccccccccce 382 90,986 13,930 2,998,980 70,613 535,028 
300-499 
Church and other 
itn cecccacceces 205 74,247 10,956 2,369,934 658,162 446,501 
SE 4 ¥ ae 12,523 a @senes 
Pe kidsedessisene - 209 75,726 10,956 2,882,457 69,154 446,501 
500 and Over 
Church and other 
BORBTOEE... cc csccceses - 52 986,004 8,800 911,640 29,414 143,438 
PU nacacccccccass 1 520 40 11,763 475 2,710 
DO cc csesnceoeses -- 53 86,524 3,840 923,408 29,889 146,148 
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Total nongovern- 
MOREA... cc vcccccccsese 4,704 460,010 75,495 14,691,482 336,685 2,611,514 


Total all hospitals..... 6,840 1,573,014 96,308 19,869,061 1,332,561 8,807,182 





















HOSPITAL SERVICE 257 
division lists 392 federal hospitals, 550 state institutions, 
713 county hospitals, 396 municipal, and 85 city-county. 
In table E it may be noted that 82% of the nongovern- 
mental hospitals are general in type, 5% operate as 
psychiatric institutions, 2% as tuberculosis hospitals, 
and 11% under other service classifications. This is in 
considerable variance with the governmental group, in 
which only 58% are organized for general care, while 
17% are utilized for psychiatric hospitalization, 15% 
for tuberculosis, and 10% for other services. 


TaBLeE C.—Summary of Hospital Service Classified by Control 


Hospi- Bassi- Admis- Average 
tals Beds _ nets sions Census Births 
Governmental 
Federal.... 392 200,535 3,516 1,461,289 159,858 137,92 
State.. 550 711,824 1,969 728,182 674,878 69,641 
County. 713) «115,278 7,525 1,361,502 91,935 220,161 





iS 1. 896 72,424 6.187 1/310,978 59,394 210.475 
City-eounty 8 12,913 1,616 315,628 9,871 57,469 











Total governmental....... 2,136 1,113,004 20,813 5,177,579 995,866 695,668 
Nongovernmental 
ee 1,169 164,053 29,081 5,666,403 123,177 1,072,938 


Nonprofit associations.... 2,206 243,653 38,300 7,479,470 178,958 1,291,075 





Total nonprofit............ 3,375 407,706 67,381 13,145,873 302,135 2,367,013 
individual and partnership 900 25,995 4,877 782,929 15,660 125,638 


Corporations (profit 
unrestricted)......ccceces 429 26,309 3,237 762,680 18,890 118,863 


Total proprietary......... 1,329 52,304 “81 14 1,545,609 34,550 244,501 

















Total nongovernmental... 4,704 460,010 75,495 14,691 1482 336,685 2,611,514 








Tota) all hospitals......... 6,840 1,573,014 96,308 19,869, 061 1,332,551 3,307,182 


As a group the general hospitals represent 74.3% of 
all hospitals registered by the American Medical Associa- 
tion. Their present total of 5,087 includes 1,239 govern- 
mental general hospitals and 3,848 nongovernmental. 
Next in size is the psychiatric division, which lists only 
593 institutions, or 8.6% of the registered hospitals, yet 
has a greater bed capacity and average daily patient load 
than is found in any other group. The tuberculosis san- 
atoriums, numbering 420, comprise 6.3% of the regis- 
tered hospitals, whereas the remaining group of 740 
hospitals shown in table D represent 10.8%. 


TaBLeE D.—Summary of Hospital Data According to 
Type of Service 














Hospi- Bassi- Admis- Average 

tals Beds nets sions Census Births 
TT i tescensrsnncctadbies 5,087 653,752 93,012 18,692,812 477,272 3,228,589 
Of SS es 593 749,393 188 328,336 719, 335 853 
I aiiciesccpecewses 420 =88,406 121 108,471 74,844 4,801 
Ee 80 5,726 2,648 89,168 4,098 67,497 
ss ok: badwadutnaenee 32 8,078 1 69,254 2,035 1 
re See et a 50 2°503 eee 116,168 1,460 aed 
Children’ s.. 45 5,983 149 159,799 3,832 2,255 
Orthopedic... 91 7,427 25 41,109 6,458 see 
Isolation...... 28 3.51 6 y 24,859 1,660 16 

Conv. and rest... F 159 12,565 13 44,987 9,858 
Institutions...... --- 160 20,981 26 124,105 14,753 116 
All other hospitals........... 95 084 116 69,993 17,916 8,054 
Total all hospitals......... 6,840 1,573,014 96,308 19,869,061 1,332,551 3,307,182 


A new size classification has recently been adopted in 
collaboration with the Joint Commission on Accreditation 
of Hospitals and the American Hospital Association. As 
this involves changes in individual groups the size distri- 
bution shown in the current tables is not directly com- 
parable with the reports of previous years. However, a 
more uniform and serviceable method has been achieved 
in utilizing groupings of hospitals with less than 25 beds, 
25-49, 50-99, 100-199, 200-299, 300-499, and 500 and 
over instead of the previous listings of 25 beds and under, 
26-50, 51-100, 101-200, 201-300, and 301 and over, 
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Tables B 1 and B 2 show variations in bed capacity as 
related to hospital control and type of service offered. 
Considering all registered hospitals as a group, it is found 
that 15% of the hospitals have under 25 beds, 23% have 
25 to 49 beds; 22%, 50 to 99; 18%, 100 to 199; 8%, 
200 to 299; 6%, 300 to 499; and 8%, 500 beds or more. 
These totals indicate also that 38% of the hospitals have 
under 50 beds, 60% have less than 100, 78% have less 
than 200, and 22% have a capacity of 200 beds or more. 
Practically the same pattern is found in the general hos- 
pitals, whereas the psychiatric and tuberculosis groups 
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TaBLE 1—HOSPITAL FACILITIES BY STATES AND BY CONTROL: 
B. NONPROFIT ORGANIZATIONS 
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show a greater percentage of large institutions. At present 
only 36% of the general hospitals have 100 beds or more 
while corresponding ratios of 70% and 60% are observed 
in the psychiatric and tuberculosis divisions. When classi- 
fied by control the percentage of hospitals with 100 beds 
or over may be listed as follows: federal 76%, state 80% , 
city and county hospitals 36%, church and other non- 
profit associations 40%, and the proprietary hospitals 
6%. Reference should be made to tables B | and B 2, 
which show the corresponding number of beds, bassinets, 
admissions, average daily census and hospital births. 
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Bed Capacity 
Comparative Totals 
1952: 1,541,615 
1953: 1,573,014 


Annual changes in the number 


of hospital beds are 


shown in table A. Continuing increases will be noted 
after the listing of 421,065 beds in 1909, but it was not 
until 1932 that the million mark was exceeded for the 
first time. The highest total, 1,738,944, occurred in 1945, 
with a subsequent decrease in the next three years to 


TaBLE 1.—HOSPITAL FACILITIES BY STATES AND BY CONTROL: 


C. PROPRIETARY 





J.A.M.A., May 15, 1954 


1,423,520, attributable mainly to postwar changes in 
the federal field. This was followed by a net gain of 15,510 
beds in 1949 and further increases of 17,882 in 1950, 
73,076 in 1951, and 11,627 in 1952. Represented in the 
present total of 1,573,014 beds are 1,113,004 (71%) 
in governmental hospitals and 460,010 (29%) in the 
nongovernmental group. The corresponding totals in the 
previous year were 1,099,623 and 441,992. In the gov- 
ernmental hospitals the bed capacity ranges from 12,943 
in the city-county group to 711,824 in the state hospitals, 
where 644,175 are specifically assigned to psychiatric 
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“1 Alabama............. 35 1,107 262 45,257 678 13 833 171 31,690 657 48 1,940 433 76,947 1,235 79 5,386 974 192,339 38,687 
© POOR. 5. ecse00. 6 40 2 3,174 -— > es. 556s 49 8 200 24 3,730 129 36 2,452 405 78,994 1,638 2 
8 Arkansas............ 24 «6706 «6198 28,170 341 2 56 16 «1,454 19 % 762 214 29,624 360 53 3,345 645 119,178 1,986 ; 
4 Caltomie.......60.. 65 2,794 277 52,921 2,081 64 2,810 328 89,280 1,985 119 5,604 605 142,210 4,066 287 25,700 4,080 940,252 19,431 4 
6 Colorado.......0000- 7 #20 83 3771 %17% 4 #25 il 2,668 418 Il 47% 44 «46,419 361 7 6,394 870 177,774 4,663 5 
6 Connecticut.......... S&S @ «« —m S FF @ .. 198 © Tt un 2,008 372 51 8,997 1,306 269,232 6,893 6 
T BAPE, ....<.0000. sc) ee) ida, ‘atin eae 1 5 6 2% 6 1 16 6 280 6 10 1,338 232 39,969 915 (7 
8 Dist. of Columbia... 2 4 #10 96 1 237 61 10,486 209 8 985 7 11,412 220 19 3,351 633 114,909 24% 8 
eS eae 2 665 108 15,769 3835 10 487 106 17,255 278 $3 1,152 214 933,024 613 92 6,417 1,196 207,107 4,062 9 
10 Georgia.............. 32 983 164 26,771 477 14 534 88 25,189 351 46 1,467 25 61,960 828 80 5,056 793 185,762 3,363 10 
TE BO cctessc csc caccs 9 20 37 6,480 117 1 30 § 2,301 26 1 240 42 8,781 143 31 1,586 378 58,57) 98 F 
De nc ccctcscccsed 32 1,382 50 11,634 871 24 1,603 46 19,573 1,247 56 2,783 96 31,207 2,118 271 32,762 4,790 i 24,644 12 
TERR icacncccucsss MO 2 eee SS 5 308 © 11,448 193 16 707 62 24,374 469 69 8,488 1,525 317,964 6,390 13 
: Sees 17 398 «100 106,563 251 4 177 3 4,168 110 2 6576 132 14,731 361 91 8,405 1,435 262,729 5,806 HM 
ee - Ge Oe Gee TE ws tics ise cons ae OUlUlUCUO OCCU 90 6,208 1,153 195,406 4,293 15 
16 Kentucky............ 10 323 70 0,647 167 Il S5Ol 8 23,464 379 21 824 156 86,111 646 86 6,780 1,19 247,881 4,787 16 
17 Louisiana............ 45 1,197 295 52,034 608 15 638 7 26,616 386 60 1,835 392 78,650 94 99 6,180 1,075 255,838 4,030 17 
, Yr e &-t2 3 S483. : 67 3 6 4 1,831 49 7 #178 36 3,784 116 41 2,897 549 87,348 1,917 18 
19 Maryland............ 4 @ ... 369 1296 4 315 22 6,100 254 8 491 22 6,69 380 53 7,807 896 190,215 5,828 19 
20 Massaehusetts....... 4 7% 20 1600 31 15 «#%779 60 12,492 571 19 855 80 14,022 602 147 16,993 2,784 483,245 12,559 90 
21 Miehigan............. 20 6 55 10588 B44 8 379 4 2,562 831 28 88 59 13,150 675 164 18,595 3,145 649,854 14,506 21 
22 Mimnesota........... 12 28 56 4,593 187 7 ‘734 8 20,807 570 19 962 64 25,400 707 131 10,969 1,835 374,607 8,456 2 
23 Mississippi........... 18 506 110 18,226 262 4 171 3© 8161 98 22 677 140 26,387 360 59 2,951 583 127,248 2,006 23 
ce aes 20 SO 126 15440 337 13 906 158 13,9936 368 33 1,406 284 29,366 705 113 12,861 1,993 360,797 9,720 % 
2% Montana............. 3 8 20 2,508 47 2 4 6 2,596 27 6 1238 2% 6938 7 49 3,263 636 107,479 2,052 2% 
26 Nebraska. : 95 680 167 13,757 28 4 203 2 2,711 142 29 733 195 16,468 410 88 5,086 1,055 154,746 8,448 2% 
ae I 45 12 2,097 30 -— we te 800m eoee 1 4 12 2,097 30 5 290 58 10,535 174 7 
SS Wow Mampeive...s.. cvc* odes cee | osece sia 1 45 wae 95 40 1 GB coo 95 40 30 2,315 426 70,246 41,474 28 
29 New Jersey........... ‘. @ uw MR: Oe S- Se 85k 19% 10 617 ... §21 108 15,275 2,559 452,515 11,223 99 
30 New Mexico.......... ae ee eee ee ee 2 2 8 486 23 23° (1,493 280 48,188 938-30 
OO FD See 31 1,582 248 40,424 1,089 31 3,623 481 110,037 2,760 62 5,205 729 150,461 3,849 361 57,405 7,606 1,468,520 43,518 31 
82 North Carolina...... 17 537 95 18423 304 377 SQ, 262 24 914 126 27,625 56 125 10,339 1,982 370,675 6,968 2 
83 North Dakota....... Spee ae iene aiid ae. gee “aha outa ha Wk eke Gia senate Seas 44 2,883 587 98,800 1,908 33 
“Sa 8 1% 7 41,749 138 +10 711 «#23 68397 589 18 8% 30 8586 722 169 23,018 3,839 825,485 18,612 3 
85 Oklahoma........... 32 988 230 41,00L 584 6 239 33 7,384 155 38 1,227 263 48,385 739 76 4,582 «889 165,517 3,027 $5 
2 ~“eeee 1 357 70 0,596 212 10 793 9% 14,788 557 2 1,150 165 %379 769 G1 5,136 IT (180,327 8,592 
37 Penmsylvania........ 19 308 56 9818 366 9 505 30 6,004 359 28 1163 8&6 5,822 725 276 42,482 6,590 1,154,108 $2,706 37 
38 Rhode Island....... jaa’ cdl eel ledee) Mas dese” See ened ocin. tee! ane dk Sees Sens 15 2,569 467 73,285 1,817 % 
39 South Carolina 7 188 40 «6,396 70 + | a 113 28 & 221 40 6,509 98 89 3,026 562 125,102 2,08 39 
40 South Dakota....... 4 2 2 1,73 8 1 me ees oo 40 5 9 21 1,773 70 48 2,894 589 89,073 1,879 40 
41 Tennessee............ 43 1,002 243 39611 591 14 589 101 22,450 397 57 1,591 344 62,070 991 103 7,254 1,149 253,161 5,221 41 
42 Texas...........-...- 219 4,788 1,143 179,552 2,417 47 1,925 406 76,373 1,214 266 6,713 1543 255,925 3,631 411 19,972 8,866 762,351 12,543 42 
_ Seer 4 “4 31 2,558 87 1 32 «18s 1,195 14 5 106 49 3,753 1 21 (1,816 480 70,866 1,225 43 
eo I @ i NN -iiens. Siaei cuan namhee een 1 7 NU 760 i 22 2,281 330 51,950 1,814 44 
45 10 267 76 13,787 157 23 2,052 297 75,054 1,507 $3 2,319 373 86,841 1,664 86 7,679 1,427 289,297 5,586 45 
46 19 664 117 22,639 397 6 301 49 13499 294 2 965 166 36,138 621 91 7,831 1,526 289,889 5,308 46 
47 9 533 85 24,059 435 22 1,747 264 76,412 1,408 31 2,300 349 100,471 1,843 63 5,952 884 229,581 4,805 47 
48 9 288 38 5,797 142 8S 48 2b 8482 412 17 #673 SB 9279 54 142 12,811 2,227 426,258 9,561 48 
49 ’ @ Se BD ss suse se eee 5 9 2 2619 40 21 4 4«49630~=—:167 19,768 278 49 
als (1953)...... 900 25,995 4,877 782,929 15 429 26,309 3,237 762,680 18,890 1,329 52,304 8,114 1,545,609 34,550 | 4,704 460,010 75,495 14,691,482 336,685 
- (1952) wae 903 26,183 4,920 796,422 15964 402 24,822 3,206 733,587 18,042 1,305 51,006 8,126 1,530,009 34,006 | 4,587 441,992 74,140 13,944,126 325,315 
ee 966 27,527 5,310 920,493 402 24,785 3,340 702,200 17,868 1,368 52,312 8,650 1,522,698 34,432 | 4,605 432,268 73,614 13,370,703 320,581 
(1950 958 26,561 5,321 774,987 15,944 391 24,444 3,490 677,304 17,287 1,349 52,006 8,811 1,452,241 33,231 | 4,518 419,871 72,587 12,706,143 311,316 
(1949)...... 1,077 29,669 6,099 870,668 17,947 401 24,315 3,673 682,443 17,198 1,478 58,984 9,772 1,558,121 35,140 | 4,635 413,875 73,001 12,401,188 309,103 
(1948).....: 973 27,567 5,668 814,776 17,457 378 23,214 3,536 664,222 17,078 1,351 50,78) 9,204 1,478,908 34,535 | 4,435 408,753 71,839 12,132,283 309,585 
(1947) 984 28,325 6,137 848,082 18,308 359 22,111 3,262 599,580 16,708 1,343 50,436 9,399 1,447,662 35,011 | 4,359 395,017 70,654 11,625,170 812,626 
(1946) 980 28,116 6,114 817,301 17,114 346 20,883. 2,927 539,829 15,470 1,326 48,999 9,041 1,357,130 32,584 | 4,318 385,980 68,417 10,553,289 301,522 
(1945)...... 987 30,216 5,597 715,908 27,442 351 20,724 2,986 509,569 16,140 1,338 50,940 8,583 1,225,477 32,582 | 4,328 382,226 66,545 9,858,289 290,833 
(1944) 1,011 27,301 5,648 678,965 16,972 357 21,652 3,052 508,624 16,051 1,368 48,953 8,700 1,187,589 33,023 | 4,349 377,667 65,502 9,491,628 288,201 
(1943) . 1081 27,314 5,370 638,999 16,282 384 23,094 3,187 513,202 15,865 1,415 50,408 8,557 1,152,201 32,147 | 4,371 373,115 63,295 9,111,871 273,392 
(1942) {089 27;996 5,147 576,466 15,715 406 23,759 3,057 495,821 15,521 1,495 51,755 8,204 1,072,287 31,236 | 4,421 368,046 59,620 8,535,935 267,390 
(1941)...... 1,149 28,760 5,054 545,884 16,582 435 24,639 3,048 494,967 15,898 1,584 53,399 8,102 1,040,851 32,480 4,494 358,870 54,069 7,933,586 255,147 
(1940). ..... L174 28,958 4,820 500,040 15,049 449 25,108 3,021 463,064 15,686 1,623 54,066 7,841 963,694 30,735 | 4,524 352,556 51,380 7,218,544 241,499 
(1989)...... 2,190 29,879 4,756 502,860 14,955 456 26,496 2,989 456,759 16,154 1,646 56,375 7,745 958,619 31,109 | 4,486 349,880 49,160 7,144,869 282,43 
(1988). ..... 1,188 30,393 4.557 495,553 15,255 493 26,550 3,236 470,136 15,630 1,681 56,743 7,793 965,689 30,885 | 4,438 346,244 47,636 6,813,795 229,019 
(1937) 1183 29/957 4.766 508,369 15,458 530 28,085 3,516 507,077 16,477 1,713 58,042 8,282 1,025,436 31,935 | 4,406 335,799 46,644 6,711,592 225,596 
eeeeee ¥ : "oF 550 28,511 3,629 497,457 16,462 1,754 57,007 7,985 935,254 30,134 | 4,465 332,881 45,583 6,1: 1,026 211,681 
seweee 7 797 13,672 o , ’ ’ ’ , » * ’ rr 
= 1 ee one oe 627 34,946 4,357 532,500 18,697 1,882 64,859 8,741 946,587 32,909 | 4,522 333,427 44,893 5,424,102 200,589 
ee 1,255 29,913 4,384 413,997 14,212 : , 71, 809 8,7 2, a oe ’ "oaa’851 185°098 
(1934) L31@ 29,499 4°391 266,313 12,046 629 33,072 4,038 458,308 15,985 1,939 62,1 5,429 824,616 28,031 4,585 330,213 44,680 4,988, *" 5 
(1933)...... 1,435 33,385 4,962 381,861 13,746 4,661 332,573 44,649 4,882,444 184,197 
(1982)... 1,522 25,759 5,094 428,256 16,309 4,758 334,987 44,572 6,178,598 198,277 
(1981)...... 1,560 36,764 5,352 459,184 17,912 4,797 332,591 44,232 5,822,898 206,099 
(1930)...... 1,620 38,557 5,233 ....... 948 4,907 386,143 43,281 ......... 212,645 
(1929)...... 1,611 37,977 5,212 ....... 20,604 4,870 324,596 41,877 ......... 209,881 
(1928)...... ee. et 5,039 325,500 87,641 ..eeereee seeeees 
(1927)...... 1608 GRITS: .. 06-0 sesedes 21,779 NS eer 
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care. The municipal hospitals list 72,424 beds, the county 
institutions 115,278, and the federal hospitals 200,535. 
Included in the latter group are 118,783 in the Veterans 
Administration, 62,280 in military hospitals, 8,299 in 
the U. S. Public Health Service, 2,905 in the Bureau of 
Indian Affairs, and 8,268 in other federal hospitals. 
Within the governmental division 24% of the beds are 
devoted to general hospitalization, 65% to psychiatric 
care, 7% to tuberculosis, and 4% to other services. This 
is in marked contrast with the nongovernmental group, 


TaBLe E.—Governmental and Nongovernmental 
Hospital Service 


Hospl- Bass!i- Admis- Average 
tals Beds uets sions Census Births 
Governmental 

EE Bhaviednete cet secind 1,239 262,835 20,092 4,657,641 192,821 681,529 
PRA tah bis ienirh saedeoet 365 729,128 184 240,542 703,294 817 
RES ER 219 78,436 119 94,251 66,961 4,795 
i dg.) 8y 24,188 898 80,219 19,595 8,510 
eer 124 18,417 20 104,926 13,195 17 





Total governmentul..... 2,136 1,113,004 20,513 6,177,579 995,866 695,668 


Nongovernmental 
atthe cininsscodates 8,848 390,917 72,920 14,085,171 284,451 2,547,060 
RE SR art 228 20,265 4 87,794 16,041 36 
Sess veccesccenes 101 9,970 2 14,220 7,883 6 
Other special.........ccceee 491 = 86,291 2,563 535,118 26,752 64,313 
ere eee 36 2,564 6 19,179 1,558 99 








Total nongovernmental. 4,704 460,010 75,495 14,691,482 336,685 2,611,514 
Tota) all hospitals....... 6,840 1,573,014 96,308 19,869,061 1,332,551 3,307,182 


where the corresponding ratios are 85, 4, 2, and 8%. 
In the nongovernmental classification the church and 
other nonprofit associations report 407,706 beds, the 
individual and partnership hospitals 25,995, and the cor- 
porations unrestricted as to profit 26,309. The respective 
totals in 1952 were 390,987, 26,183, and 24,822. 

When the hospitals are classified by type of service it 
is found that the general hospitals, reporting 640,923 
beds in 1952, now list 653,752, or 41.6% of the total 
capacity in all registered hospitals. In the governmental 
division the federal units reported the largest number 
of general hospital beds, 123,110, as compared with 
22,484 in the state hospitals, 57,263 in the county insti- 
tutions, 49,645 in the municipal hospitals, and 10,333 
in the institutions operating under city-county control. 
As a group the governmental general hospitals have 
262,835 beds compared with 264,921 in the previous 
year. The nongovernmental general hospitals reported 
376,002 beds in 1952 and 390,917 in 1953. This present 
total includes 153,540 in the church hospitals, 202,030 
in the other nonprofit associations, 18,761 in the indi- 
vidual and partnership institutions, and 16,586 in the 
corporations unrestricted as to profit. The psychiatric 
hospitals, with 749,393 beds as compared with 732,929 
in 1952, have 47.6%, or nearly half of all hospital beds. 
Most of these facilities are in the governmental group, 
which lists 729,128 as compared with 20,265 in the non- 
governmental group. As indicated previously the state 
psychiatric hospitals can accommodate 644,175. In the 
tuberculosis hospitals the bed capacity declined from 
89,571 to 88,406, a total representing nearly 5.6% of 
all beds. Here, as in the psychiatric field, the major facili- 
ties are in the governmental division, which reported 
78,436 beds compared with 9,970 in the nongovern- 
mental group. The remaining institutions, shown in table 
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D, have 81,463 beds, or approximately 5.2% of the total. 
Reference should be made to tables C, D, E, F, and G, 
which present detailed information on hospital control, 
type of service, bed capacity, patients admitted, average 
daily census, and hospital births. 


Number of Patients Admitted 
Comparative Totals 
1952: 18,914,847 
1953: 19,869,061 


The present report of 19,869,061 admissions in 1953 
sets a new record in the hospital field. Previous reports 
show 7,717,154 in 1935, 10,087,548 in 1940, and 
16,257,402 in 1945. Postwar reductions occurred in 
1946 and 1947, but thereafter the admissions again 
advanced to 16,422,774 in 1948, 16,659,973 in 1949, 
17,023,513 in 1950, and 18,237,118 in 1951. The in- 
crease of 954,214 in the last year was shared by both the 
governmental and the nongovernmental groups but was 
considerably greater in the latter group, which reported 
a net gain of 747,356 compared with 206,858 in the 
governmental hospitals. 

In the governmental section, which has 71% of the 
beds, the admissions numbered 5,177,579, or 26% of 
all patients reported in 1953. Included are 1,461,289 
admissions in federal hospitals, 728,182 in state institu- 
tions, 1,361,502 in county hospitals, 1,310,978 in munic- 


TaBLeE F.—Summary of Federal Hospital Service in the United 
States According to Type of Service and Governmental 
Agencies Concerned 
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Total all Federal Hospitals 392 200,535 8,516 1,461,289 159,858 137,922 


ipal hospitals, and 315,628 in institutions operating under 
joint city and county control. These may be compared 
with the following totals of the previous year: 1,494,366; 
711,512; 1,212,824; 1,254,365; and 297,654. In the 
federal group, which showed a decrease of 33,077 in 
comparison with the previous year, the military hospitals 
listed 859,172 admissions, the Veterans Administration 
477,861, the U. S. Public Health Service 65,583, the 
Bureau of Indian Affairs 43,118, and other federal hos- 
pitals 15,555. 





264 HOSPITAL SERVICE 


The nongovernmental group, with 29% of the hospital 
beds, reported 14,691,482 admissions, or 74% of all 
patients accepted for hospital care. Included in this total 
are 1,545,609 admissions in the proprietary hospitals, 
5,666,403 in the church hospitals, and 7,479,470 in the 
other nonprofit associations. Corresponding totals of the 
previous year were 1,530,009; 5,389,869; and 7,024,248. 


TaBLE G.—Summary of Hospital Service in the United States 
According to Type of Service and Agencies Concerned 
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In the service classification, shown in table D, the 
general hospitals are credited with 18,692,812 admis- 
sions, or 94.1% of all patients reported in the present 
survey. The governmental general hospitals reported 
4,657,641 as compared with 4,441,742 in 1952, whereas 
the nongovernmental units listed 14,035,171, with a 
previous total of 13,318,315. 
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The total of 328,336 admissions in the psychiatric 
hospitals may be compared with 312,252 in 1952, 
307,165 in 1950, 248,876 in 1945, 190,376 in 1940, 
and 173,009 in 1935. While these institutions received 
only 1.7% of the patients admitted, they maintained an 
average daily census of 719,335, which is greater than 
the combined patient load in all other registered hospitals. 
Thus, the average daily census is more fully indicative of 
the volume of service in the psychiatric field, where longer 
periods of hospitalization are necessarily required. The 
psychiatric hospitals in the nongovernmental group listed 
87,794 admissions in the last year, whereas the govern- 
mental section reported 240,542, including 190,694 in 
the psychiatric hospitals operating under state control. 

In the tuberculosis hospitals the number of admissions 
decreased from 109,925 in 1952 to 108,471 (0.5%) in 
1953. Here, as in psychiatry, the major service is in the 
governmental division, which reported 94,251 admis- 
sions compared with 14,220 in the nongovernmental 
group. The remaining 740 hospitals appearing under 
other service classifications in table D reported 739,442 
admissions, or 3.7% of the patients admitted in all 
hospitals. 

From the data presented in table D it may be seen 
that out of every thousand admissions 941 were assigned 
to general hospitals, 17 to psychiatric institutions, 5 to 
tuberculosis sanatoriums, 4 to maternity hospitals, 3 to 
industrial units, 6 to eye, ear, nose and throat, 8 to chil- 
dren’s hospitals, 2 to orthopedic, 1 to isolation, 2 to con- 
valescent units, 6 to hospital departments of institutions, 
and 4 to other hospitals. Comparative data will be found 
in tables 1 and 2 and other statistical compilations, but 
reference should also be made to the preceding Hospital 
Number of THE JOURNAL, May 9, 1953. Outpatients and 
hospital births are not included in the admission totals 
reported in the present survey. 


Average Daily Census 
Comparative Totals 


1952: 1,309,377 
1953: 1,332,551 


As shown in the comparative totals of table 2, there 
was a continuous increase in the average daily census 
from 1935 to 1945. Lower averages occurred in the next 
three years, but thereafter the patient load again increased 
to 1,224,951 in 1949, 1,242,777 in 1950, and 1,293,653 
in 1951. The present average of 1,332,551 exceeds the 
previous total by 23,174 and includes 995,866 in the 
governmental hospitals and 336,685 in the nongovern- 
mental group. When compared with the respective totals 
of 984,062 and 325,315 reported in 1952, it will be noted 
that net increases occurred in both classifications. In the 
governmental group, carrying 74.7% of the daily patient 
load, the state hospitals alone maintained an average of 
674,878, of which 623,105 represents the daily care of 
psychiatric patients. Federal hospitals reported 159,858, 
the county institutions 91,935, the municipal hospitals 
59,324, and the city-county group 9,871. In the non- 
governmental division the principal gain was in the 
church and other nonprofit group, where the combined 
total of 302,135 represents 22.7% of the daily census. 
The proprietary group, with an average of 34,550, or 
2.6% , remains practically at the level reported in 1952. 
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In the last year the average census in the general hos- 
pitals advanced from 475,193 to 477,272, or 35.8% of 
all patients under treatment. At the same time it should 
be noted these institutions received 18,692,812 patients, 
94.1% of all admissions in 1953. The governmental 
general hospitals, which reported 199,953 in the previous 
survey, now list an average of 192,821, with the follow- 
ing distribution: federal general hospitals 89,323, state 
hospitals 16,683, county 39,892, municipal 39,445, and 
city-county 7,478. In the nongovernmental general hos- 
pitals the daily patient load increased in the last year 
from 275,240 to 284,451. This includes averages of 
115,431 in the church hospitals, 147,144 in the other 
nonprofit associations, 10,315 in the individual and part- 
nership classification, and 11,561 in the general hospitals 
designated as corporations unrestricted as to profit. 


TABLE H.—Percentage vf Beds Occupied 











1951 1952 1953 
According to Ownership or Control: 
ec kivec pn <cnnvavetasanheendenenenesekones 77.3 80.7 79.7 
I cnc aictaig ah acai ie ie endian a weamaeaia 94.5 94.9 94.8 
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Ce i oi dhantcne sus veeeenneeunneseeiass 76.3 75.6 75.1 
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Total nonprofit............... 5S sidan eee 75.3 74.5 741 
Individual and partnership.................... 60.1 60.9 60.2 
Corporations (profit umrestricted)............ 72.1 72.6 71.8 
a Se ee me 65.8 66.6 66.1 
Total nongovernmental................... 74.1 73:6 73.2 
According to Type of Service: 

CL: Gate atrecdsernatanbapkGerctsssebeueuse 73.5 74.1 73.0 
Ee ee eee 95.8 96.0 96.0 
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IN xbsenyhbiscaneaiswenteaeee 92.0 80.9 88.8 
DOE Be icc cccncccicvceciscsesese 84.5 84.9 84.7 


The present average of 719,335 in the psychiatric hos- 
pitals is the highest that has been recorded in this field 
and represents 54% of the daily patient load in all regis- 
tered hospitals. Reference to table E will show that the 
psychiatric service is chiefly under governmental control 
as this group listed 703,294 compared with an average of 
only 16,041 in the nongovernmental units. While the 
census is high in this field, as a result of long periods of 
hospitalization, it should be noted again that the psychi- 
atric hospitals, as a group, received only 328,336, or 
1.7%, of all patients admitted. In the tuberculosis divi- 
sion the average was reduced from 75,253 to 74,844, the 
latter representing 5.6% of the total hospital census. 
Here, also, the major responsibility falls on the govern- 
mental section, which reported a daily patient load of 
66,961 compared with 7,883 in the nongovernmental 
group. The corresponding totals in the previous report 
were 67,487 and 7,766 respectively. The census reports 
of other groups shown in table D give a combined average 
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of 61,100, or 4.6% of the total patient load in all regis- 
tered hospitals. 

The average daily census of 1,332,551 reported in 
1953 represents the tremendous total of 486,381,115 
patient days, including 363,491,090 in the governmental 
division and 122,890,025 in the nongovernmental group. 
When classified by type of service the general hospitals 
show 174,204,280 days of patient care, the psychiatric 
institutions 262,557,275, the tuberculosis sanatoriums 
27,318,060, and the other units 22,301,500. 


Percentage of Beds Occupied 
Comparative Totals 
1952: 84.9% 
1953: 84.7% 


Information on bed occupancy rates is presented in 
table H, based on hospital control and type of service 
offered. From this it is apparent that the average occu- 
pancy in the registered hospitals was reduced in the last 
year from 84.9% to 84.7. As a group, the nongovern- 
mental hospitals reported 73.2% compared with 73.6% 
in 1952, whereas the governmental section remained at 
the former level of 89.4% . Following the pattern of pre- 
vious years the state hospitals again report the highest oc- 
cupancy, 94.8%, which reflects in a large measure the 
prolonged hospitalization associated with psychiatric 
care. The federal hospitals reported an average of 79.7%, 
the county institutions 79.7, the municipal hospitals 81.9, 
and the city-county units 76.2. In the nongovernmental 
classification the church hospitals listed 75.1%, the 
other nonprofit associations 73.4, the individual and 
partnership hospitals 60.2, and the corporations unre- 
stricted as to profit 71.8. By reference to table H it will 
be noted that reduced occupancy rates occurred in all 
governmental and nongovernmental divisions except the 
municipal group, which increased from 79.9 to 81.9%. 

When classified by type of service the hospitals show 
a greater variation in bed occupancy, with isolation units 
reporting only 47.2% compared with 96% in the psychi- 
atric group. In the tuberculosis field the rate increased 
from 84% to 84.6%, while in the general hospitals a 
reduction from 74.1% to 73% was observed. In this 
connection, the governmental general hospitals reported 
an average bed occupancy of 73.3%, the nongovern- 
mental general hospitals 72.7. It should also be noted 
that an average of 80 to 85% is usually regarded as the 
maximum limit of operating efficiency in general hos- 
pitals. For all practical purposes, therefore, a general 
hospital reporting 80% or more may be regarded as 
operating at capacity level. Table H shows lower rates 
in all service classifications except the general hospitals, 
the psychiatric institutions, and the industrial group. The 
over-all reduction, therefore, resulted from the reduced 
occupancy rate in the general hospitals, inasmuch as the 
psychiatric division showed the same percentage as in 


1952. 
Average Length of Stay 


Comparative Totals 1952 1953 
Governmental General 
Hospitals 16.4 days 15.1 days 
Nongovernmental General 
Hospitals 7.5 days 7.4 days 


All General Hospitals 9.8 days 9.3 days 
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In the last year the average length of stay per patient 
was reduced in all general hospital divisions except the 
state group. The reduction was most prominent in the 
federal general hospitals, which reported 23.6 days com- 
pared with 26.2 in 1952. While the state hospital rate in- 
creased from 14.1 to 14.8 days, the average stay was 
reduced from 11.9 to 11.2 in the county units, from 11.7 
to 11.5 in the municipal hospitals, and from 9.0 to 8.8 in 


TABLE J.—Average Length of Stay Per Patient in General 
Hospitals, 1951, 1952, and 1953 











1951 1952 1963 
Aceording to Ownership or Control: 
NG a cs sae n eqecbetnsnteseseeehedaces 25.5 days 26.2 days 23.6 days 
RG ice behind oe suk oaeriveaeeenoenee 14.6 days 14.1 days 14.8 days 
EIT EE ~ OD S M 13.6 days 11.9 days 11.2 days 
RE Nea ee ene eens ee ee ae 12.4 days 11.7 days 11.5 days 
City-cOUNtY.....ccccccccececcccccceress 10.4 days 9.0 days 8.8 days 
All governmental general........ 17.0 days 16.4 days 15.1 days 
inclnndetecscbectivitabetsecscusid 7.9 days 7.7 days 7.5 days 
Other nonprofit associations........ 8.0 days 7.8 days 7.6 days 
All nonprofit general...........6 8.0 days 7.7 days 7.6 days 
Individual and partnership.......... 5.3 days 5.3 days 5.2 days 
Corporations (profit unrestricted).. 6.3 days 6.2 days 6.0 days 
All proprietary general........... 5.8 days 5.7 days 5.6 days 
All nongovernmental general..... 7.7 days 7.5 days 7.4 days 


All genera) hospitals.......sececsee. 10.1 days 9.8 days 9.3 days 


the city-county group. As shown in table J the average 
period of hospitalization is more than twice as long in 
the governmental general hospitals, which show 15.1 
days as compared with 7.4 in the nongovernmental divi- 
sion. In this latter group the church hospitals reported 
7.5, the other nonprofit associations 7.6, the individual 
and partnership hospitals 5.2, and the corporations un- 
restricted as to profit 6. The corresponding totals for 


TasBLe K.—Births in Hospitals According to Ownership or 
Control and According to Type of Service 


1929 1951 1952 1953 
According to Ownership or Control: 




















DD asevcdhees0ddenlcweaed cob oeavenue 2,2°96 85,935 117,432 137,992 
Pe itberes s¢eetwncecd ckwEh 06seeceueeh 9,125 63,477 63,763 69,611 
CN pcarecscrnessceapenincsesecsosetie 17,627 «170,425 «196,826 220,161 
CE nddineracetnsesnvedsoscavewstecuwaen 45,787 196,733 203,370 210,475 
Se vic cccnctccgbbcetevscendcsenes 8,806 50,722 62,972 57,469 

Total governmental...........ccccccce 83,541 672,292 634,363 695,668 
CN ib fais on aoc tdeescawineni tee 209,726 983,760 1,034,263 1,072,938 
LS Sn ccetiatocettrheewrteaieesih Be.” ehaneds aepipeeny enecibetie 
SED DOROCIRSIONA cin civonssccececece n0ceeue 1,197,648 1,259,017 1,294,075 
Rak vac. 0 ons cded coneeseseneasvens OAD veveusss Covdeceer ecctoores 
OI 6.6.0 sc ccrcens vine ceteatentses MER TD dacsee: ecebeows antediahs 

WE I ic 0005 ocadsneeetnsesecee66d0i5% 2,181,408 2,993,280 2,367,013 
Individual and partnership............ 39,486 134,539 129,888 125,638 
Corporations (profit unrestricted).....  ...... 111,132 113,014 = 118,863 

DOT PONTING vccescvescsccccceesoe -cesces 245,671 242,852 244,501 

Total nongovernmental.,......+..s66 538,355 2,427,079 2,536,132 2,611,514 

According to Type of Service: 

URGED cose g cr cccccccscccvscvcoseenceacs 566,177 2,923,509 3,090,807 3,228,589 
SE ec clevcadekers vets sebbenblenese 63,019 = 71,343 = 72,265 = 67,497 
Re ee eee 862 2 2 2,255 
Hospital departments of institutions... 277 238 143 116 
Be REE Tiss hn ka 0 4dees senen 1,561 4,279 7,278 8,725 

Total births in all hospitals......... 621,898 2,999,371 8,170,495 3,307,182 


1952 were 7.7, 7.8, 5.3, and 6.2. When considering all 
general hospitals, as a group, it is found that the average 
length of stay was reduced from 9.8 days in 1952 to 9.3 
days in 1953. 

The present average of 9.3 days when compared with 
15.9 in 1945 indicates a reduction in hospitalization of 
6.6 days. This amount applied to the reported total of 
18,692,812 patients admitted in the general hospital 
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group would represent in the last year an actual saving of 
124,472,559 days of hospital care. 


Births in Hospitals 
Comparative Totals 
1952: 3,170,495 
1953: 3,307,182 


In 1929 the number of births recorded in the registered 
hospitals was 621,898. The million mark was exceeded 
in 1938, the 2 million level in 1946, and the 3 million 
total in 1952. The present report of 3,307,182 sets a new 
record and indicates also that 84% of the estimated 
3,910,000 births in the United States in 1953 occurred 
in the hospitals registered by the American Medical Asso- 
ciation. When classified by type of service it is found that 
the general hospitals reported 3,228,589 births com- 
pared with 3,090,807 in 1952. This present total, which 
represents 97.6% of all hospital births, includes 681,529 
in the governmental general hospitals and 2,547,060 in 
the nongovernmental group. The maternity hospitals 


TABLE L.—Hospital Births Classified by States 
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listed 72,265 in 1952 and 67,497 in the present survey, 
whereas the remaining institutions shown in table D re- 
ported only 11,096. The governmental hospitals listed 
695,668, or 21% of the hospital births, whereas the non- 
governmental units reported 2,611,514, or 79%. In- 
cluded in the latter are 1,072,938 births in church hos- 
pitals, 1,294,075 in the other nonprofit associations, 
125,638 in the individual and partnership hospitals, and 
118,863 in the institutions designated as corporations 
unrestricted as to profit. In the governmental classifica- 
tion the federal hospitals list 137,922, the state insti- 
tutions 69,641, the county hospitals 220,161, the mu- 
nicipal units 210,475, and the city-county group 57,469. 
Comparative data for 1929, 1951, 1952, and 1953 will 
be found in table K, with additional information in table 
L showing hospital births classified by states. 


Laboratory Departments 
In the present survey 5,826 hospitals reported labora- 
tory departments, 931 gave a negative answer, and 83 did 
not respond. Included in the group offering laboratory 
facilities are 381 federal hospitals, 481 state institutions, 
592 county, 321 municipal, 79 city-county, 1,069 church 
hospitals, 1,927 other nonprofit associations, 653 indi- 
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vidual and partnership hospitals, and 323 corporations 
unrestricted as to profit. It can also be shown that 4,625 
general hospitals provide laboratory services, 418 psychi- 
atric institutions, 354 tuberculosis sanatoriums, 32 ma- 
ternity units, 29 industrial, 37 eye, ear, nose, and throat, 
36 children’s hospitals, 59 orthopedic, 17 isolation, 40 
convalescent, 114 departments of institutions, and 65 
other hospitals. Hospitals with under 25 beds report 709 
laboratory departments; those of 25-49 beds, 1,239; 
50-99 beds, 1,313; 100-199 beds, 1,151; 200-299 beds, 
523; 300-499 beds, 369; and 500 beds and over 522. 
Medical supervision of laboratory services is reported in 
337 federal hospitals, in 1,000 other governmental insti- 
tutions, in 2,436 church and other nonprofit hospitals, 
and in 648 proprietary units. Physicians are also in 
charge in 3,516 general hospitals, 300 psychiatric insti- 
tutions, 263 tuberculosis sanatoriums, and 339 other 
hospitals. In the previous survey of 1952 a total of 5,670 
hospitals reported laboratory departments, 913 answered 
“none,” and 83 did not reply. 


X-Ray Departments 

Of the 6,840 registered hospitals 6,085 reported x-ray 
departments, 711 answered “none,” and 44 did not re- 
spond. Included in the 6,085 hospitals are 388 federal, 
497 state, 642 county, 344 municipal, 83 city-county, 
1,069 church hospitals, 2,017 other nonprofit associa- 
tions, 727 individual and partnership hospitals, and 318 
designated as corporations unrestricted as to profit. In 
the service classification 4,895 of the institutions pro- 
viding x-ray facilities are designated general hospitals, 
380 as psychiatric institutions, 395 as tuberculosis san- 
atoriums, 20 as maternity units, 32 as industrial, 32 as 
eye, ear, nose, and throat, 38 as children’s hospitals, 71 
as orthopedic, 12 as isolation, 37 as convalescent, 116 
as departments of institutions, and 57 under other clas- 
sifications. On the basis of size the hospitals with under 
25 beds report 837 x-ray departments; those of 25-49 
beds, 1,334; 50-99 beds, 1,336; 100-199 beds, 1,156; 
200-299 beds, 526; 300-499 beds 366; 500 beds and 
over, 527. It can also be shown that x-ray departments 
are under medical supervision in 4,038 general hospitals, 
in 278 psychiatric institutions, in 316 tuberculosis sana- 
toriums, and in 359 other hospitals—a total of 4,991. 
Physicians are also in charge in 355 federal hospitals, 
1,124 other governmental institutions, 2,699 church and 
other nonprofit hospitals, and 813 proprietary institu- 
tions. In hospitals that do not maintain their own x-ray 
departments suitable outside affiliations have usually 
been established to provide such services as may be re- 
quired in this field. For comparative purposes it should 
be noted that in 1952 a total of 5,900 hospitals reported 
x-ray departments, 694 answered “none,” and 71 did 
not respond. 

Outpatient Departments 

In the present survey outpatient departments were re- 
ported in 2,918 hospitals, including 1,968 general, 261 
psychiatric, 306 tuberculosis, 40 maternity, 30 industrial, 
28 eye, ear, nose, and throat, 26 children’s units, 70 ortho- 
pedic, 8 isolation, 24 convalescent, 112 departments of 
institutions, and 45 others. When classified by control the 
following distribution is noted: federal 280, state 350, 
county 335, municipal 140, city-county 37, church hos- 
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pitals 418, other nonprofit associations 947, individual 
and partnership hospitals 279, and corporations unre- 
stricted as to profit 132. Hospitals with under 25 beds re- 
ported 307 outpatient departments; those of 25-49 beds, 
546; 50-99 beds, 542; 100-199 beds, 590; 200-299 beds, 
323; 300-499 beds, 281; and 500 beds and over, 329. 
Of the 6,840 hospitals registered by the American Med- 
ical Association 3,723 answered “none” and 199 did 
not reply to this part of the questionnaire. In the previous 
year 2,838 hospitals reported outpatient departments, 
3,632 gave a negative response, and 195 did not reply. 


General Practice Sections 

In the continued development of the field of general 
practice it should be noted that a Section on the General 
Practice of Medicine was established by the American 
Medical Association in 1945. Then, in the following year, 
the House of Delegates resolved “That hospitals should 
be encouraged to establish general practitioner services, 
Appointments to a general practice section shall be made 
by the hospital authorities on the merits and training of 
the physician. Such a general practice section shall not 
per se prevent approval of a hospital for the training of 
interns and for residencies. The criterion of whether a 
physician may be a member of a hospital staff should not 
be dependent on certification by the various specialty 
boards or membership in special societies.” In further 
support of this policy the Council on Medical Education 
and Hospitals requested in 1947 that the standards for 
hospital registration be amended to read: “Staff sections, 
such as medicine, obstetrics, surgery, general practice, 
etc., should be organized as may seem wise,” and indi- 
cated also that “hospital staff appointments should de- 
pend on the qualifications of physicians to render proper 
care to hospitalized patients, as judged by the profes- 
sional staff of the hospital, and not on certification or 
special society memberships.” In addition the Council 
has evaluated and approved 134 hospitals for residency 
training in general practice based on standards officially 
adopted by the House of Delegates. 

To study the development of the general practice pro- 
gram in hospitals the Council has, in the last four years, 
requested the following information in connection with 
its annual surveys: 1. Does staff organization include a 
department of general practice? 2. Is it modeled after the 
Manual of the American Academy of General Practice? 
3. Are staff privileges in specialty divisions open to qual- 
ified general practitioners? In relation to the first question 
2,477 hospitals answered yes, 2,931 no, and 1,432 did 
not reply. Included in the institutions now maintaining 
general practice sections are 54 federal hospitals, 63 state 
institutions, 222 county units, 135 municipal, 35 city- 
county, 576 church hospitals, 834 other nonprofit asso- 
ciations, 394 individual and partnership hospitals, and 
164 corporations unrestricted as to profit. When classi- 
fied by type of service the following distribution is noted: 
general hospitals 2,314, psychiatric 54, tuberculosis 17, 
maternity 8, industrial 11, eye, ear, nose, and throat 2, 
children’s units 5, orthopedic 7, isolation 3, convalescent 
18, departments of institutions 24, and other classifica- 
tions 14. The size groupings are also of interest, as the 
hospitals with under 25 beds listed 429 general practice 
sections; those of 25-49 beds, 632: 50-99 beds, 556; 
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100-199 beds, 479; 200-299 beds, 203; 300-499 beds, 
122; and 500 beds and over, 56. The present number of 
general practice sections, 2,477, may be compared with 
the previous report of 2,292 in 1952. 

It can also be shown in the present report that 1,821 
hospitals, compared with 1,640 in the previous year, are 
following the organizational plan outlined in the Manual 
on General Practice Departments in Hospitals prepared 
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the District of Columbia, but the number of hospitals 
varies from 4 in Vermont to 272 in Texas. For compar- 
ative data reference should be made to the last Hospital 
Number of THE JOURNAL, May 9, 1953. 


Standard Nomenclature 


In the present survey 5,105 hospitals reported the use 
of the Standard Nomenclature of Diseases and Opera- 


TaBLE M 1.—PROFESSIONAL NURSING PERSONNEL AND SCHOOLS OF NURSING EDUCATION 
(CLASSIFIED BY STATES) 
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by the American Academy of General Practice. It can 
also be shown that 3,251 hospitals have granted qualified 
general practitioners additional staff privileges in spe- 
cialty divisions. As this total is considerably greater than 
the number of general practice sections reported, it is 
evident that many hospitals are extending special priv- 
ileges without the formality of sectional staff organization 
in general practice. Again it may be noted that general 
practice sections have been established in all states and 


tions. This number may be compared with 500 hospitals 
in 1935, two years after the first official edition was pub- 
lished; 1,014 in 1942, when the operative index was 
added; 1,660 in 1943; 4,457 in 1950; 4,748 in 1951; and 
4,937 in 1952. Of the present total, 3,891 represent 
general hospitals, 448 psychiatric institutions, 311 tuber- 
culosis sanatoriums, 44 maternity units, 20 industrial 
hospitals, 34 eye, ear, nose, and throat hospitals, 33 
children’s units, 67 orthopedic, 15 isolation, 71 conva- 
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lescent, 107 hospital departments of institutions, and 64 
other hospitals. When classified by control the following 
distribution may be noted: federal hospitals 334, state 
438, county 492, municipal 270, city-county 64, church 
972, nonprofit associations 1,663, individual and part- 
nership 583, and corporations unrestricted as to profit 
289. Of the hospitals with under 25 beds 618 listed use 
of the Standard Nomenclature; those of 25-49 beds, 
1,014; 50-99 beds, 1,096; 100-199 beds, 1,047; 200- 
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uniform classification be achieved, it is strongly urged 

that the hospitals that are not included in the above group 

give serious consideration to the adoption of the Standard 

Nomenclature, which is suitable for universal use. 

Professional Nursing Personnel 

Comparative Totals 
Graduate Nurses 
1952: 225,613 
1953: 237,281 


Student Nurses 
1952: 100,595 
1953: 101,490 


TaBLE M 2.—PROFESSIONAL NURSING PERSONNEL AND SCHOOLS OF NURSING EDUCATION 
(CLASSIFIED BY CONTROL) 
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TABLE M 3.—PROFESSIONAL NURSING PERSONNEL AND SCHOOLS OF 
(CLASSIFIED BY TYPE OF SERVICE) 


NURSING EDUCATION 
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299 beds, 494; 300-499 beds, 358; and 500 beds and In tables M | to M 5 inclusive, information on pro- 


over, 478. In the present survey 1,058 hospitals indicated 
that they do not employ the Standard Nomenclature, 
while 677 did not reply to this particular question. 

The Standard Nomenclature of Diseases and Opera- 
tions has been officially endorsed by the American Med- 
ical Association, the American Hospital Association, the 
American College of Surgeons, and many other medical 
and surgical societies. As it is highly desirable that a 


fessional nursing personnel and schools of nursing educa- 
tion is classified by states, control, type of service, and 
hospital size. When compared with the report of the 
previous year it is found that increases occurred in all 
divisions except the nonclassified nursing group and the 
private duty section. The graduate nurses employed in 
the registered hospitals has now reached a total of 
237,281 compared with 225,613 in 1952. Included: at 
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present are 10,557 administrative nurses, 6,655 full-time 
instructors, 23,602 supervisors and assistant supervisors, 
37,689 head nurses and assistant head nurses, 116,290 
full-time general duty nurses, 34,403 part-time general 
duty nurses, and 8,085 other graduates not classified. 
From this it may be noted that 150,693, or 63.5%, of the 
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nurses, the other governmental units 49,409, or 20.8%, 
and the nongovernmental group 164,842, or 69.5%. The 
general hospitals, which admitted 18,692,812 patients in 
1953 and maintained an average daily census of 477,272, 
reported 207,641 graduate nurses, 87.5% of the total 
number employed in the registered hospitals. The dis- 
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416 264 958 1,776 6,757 3386 365 10,922 337 
1,185 1,105 8,708 8,987 18,516 1,340 931 85,772 772 
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1,835 1,349 4,828 6,896 22,826 8,997 1,419 48,150 6,762 
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7,265 4,969 16,096 23,345 77,989 29,367 5,811 164,842 26,685 
































10,557 6,655 23,602 37,689 


116,290 84,403 8,085 237,281 29,300 





professional nurses are assigned to bedside care, 78,503, 
or 33.1%, serve in administrative, supervisory, and edu- 
cational capacities, and 8,085, or 3.4%, occupy unclas- 
sified positions. In addition there are 29,300 private duty 
nurses compared with 31,013 in the previous year. 
When classified by control, as shown in table M 2, the 
federal hospitals list 23,030, or 9.7% of all graduate 


tribution of professional nursing personnel in accordance 
with the size of general hospitals is shown in table M 4. 
This, in turn, should be compared with table B 1, giving 
corresponding data with reference to bed capacity, num- 
ber of admissions, average daily census, and births in 
the general hospital group. Similar data in relation to hos- 
pital control will be found in tables M 5 and B 2. 
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The present total of 1,071 accredited schools of pro- 
fessional nursing shows only a slight variation in relation 
to the previous year. Practically all of the schools are in 
general hospitals, as shown in table M 3, but in the con- 
trol classification, table M 2, it will be found that 153 
are sponsored by governmental hospitals whereas 918 are 
in the nongovernmental group. In the listing of hospitals 
two symbols are used to differentiate the institutions that 
conduct accredited schools of nursing education and 
those that supply training on an affiliated basis. The 
diamond symbol (°) is applied to accredited schools of 


TaBLe N 1.—Practical Nurses and Auxiliary Personnel 
(Classified by States) 


Schools of Prac- 
tical Nursing 


Students 
Attendants 


o Practical Nurse 
1 Orderlies 


-3 Practical Nurses 


82 
- 32 
tS 
2 Ward Maids 


= Employed 
3 E Nurses’ Aides 


PY ee eee 
California 

Colorado 

Connecticut 

Delaware 

Distriet of Columbia 
Florida 


PE iticccansenssetrscbuess 
Indiana 


341 
Maryland é 
Massachusetts,............0 2,770 
Michigan j ,935 5,436 
Minnesota { 37 3,199 
Mississippi } 5 R76 950 
Missouri 5 705 3,001 
5 627 
1,517 
E 130 
New Hampshire § 179 
New Jersey 262 2,426 
New Mexico f t 243 g 429 
New York f 5d 21,924 10,883 
North Carolina 5 1,804 2,433 
North Dakota 2 : 379 595 
5,678 8,483 
1,519 1,480 
1,080 1,214 
Pennsylvania J 7,540 56,668 
Rhode Island we on 925 234 
379 869 
151 511 
1,598 f 2,268 
5,070 4,064 
220 502 
128 99 
1,072 1,555 885 
Washington 1,775 7 1,375 585 
West Virginia 314 1,537 492 
Wisconsin f 1,091 8,357 694 226 
Wyoming o sans 51 3 408 67 30 


PR itisdeccsicesesanses 307 6,232 54,123 132,135 106,874 27,270 26,967 


professional nursing operated by hospitals individually 
or under joint hospital and college or university sponsor- 
ship, while the circular symbol (©) refers to hospitals 
that provide acceptable supplementary training in a lim- 
ited field as, for example, pediatrics, psychiatry, tubercu- 
losis, or contagious diseases. In the present survey the 
approved schools reported a total of 101,490 students 
as compared with 100,595 in 1952. Reference to table 
M 2 will show that 15,866 are registered in governmental 
institutions, whereas 85,624 are receiving their training 
in nongovernmental hospitals. It should also be noted 
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that 271 hospitals with acceptable affiliated training pro- 
grams reported a student enrollment of 12,464. 


Practical Nurses and Auxiliary Personnel 
The hospitals registered by the American Medical 
Association reported 307 schools of practical nursing 


TaBLB N 2.—Practical Nurses and Auxiliary Personnel 
(Classified by Control) 


Schools of Prac 
tical Nursing 
Practical Nurse 
Practical Nurses 
Employed 
Attendants 


Students 
Orderlies 


Contro! 


Governmental 
et akehedsasesednas 3,746 i § = «1,161 
ie fF eee “a ise 783 5 960 
U. 8. Navy sd baie 52 1,150 217 =—«-1,402 
U. 8. Public Health Service 1 2 109 1,143 ‘ { 77 
Veterans Administration.. .. one 175 425,662 2,183 357 
Indian Affairs * or 182 320 36 119 34 
Other Federal ~ mabe 207 1,316 148 127 


802 34,120 1,419 4,118 


eh 


4,377 73,990 6,749 2,099 2,461 
747 5,996 8,537 8,874 2,291 8,448 
971 ~=—«45,878 5,703 7,977 2,762 2,120 
169 934 387 981 


Total other govern- 
mental 9 2,204 16,615 25,352 7,469 9,010 


Total all governmental. 93 2,403 17,417 122,675 28,321 8,888 13,128 


Nongovernmental 
Church 1,479 10,210 2,157 32,518 7,731 4,008 
Nonprofit associations...: 106 2,076 18,263 6,608 39,482 8,605 8,444 
Individual] and partner- 
ship p 157 4,735 433 3,330 1,022 620 
Corporations (profit 
unrestricted) { 117 3,498 1,262 3,293 1,024 767 


Total nongovernmental. 214 38,829 36,706 9,460 78,553 18,382 13,839 


Total all hospitals...... 307 6,232 64,123 132,135 106,874 27,270 26,967 


with a student enrollment of 6,232. Reference to table 
N 3 will show that 266 are associated with general 
hospitals, 14 with psychiatric institutions, 7 with tuber- 
culosis sanatoriums, and 20 with other hospitals. When 
classified by control (table N 2) 93 appear in the govern- 


TABLE N 3.—Practical Nurses and Auxiliary Personnel 
(Classified by Type of Service) 


tical Nursing 

Practical Nurse 

Students 

Practical Nurses 
ard Maids 


> Schools of Prac- 
Attendants 


i>) 
& 
_ 
- Employed 


Type of Service 
General $4,334 93,109 25 
N&M 88,758 3,669 
Tuberculosis 4,120 4,862 
Maternity 418 
Industrial 135 
E, E. N. T 314 
Children’s 876 
Orthopedic 526 1,019 
Isolation ee ose 160 7 360 
Conv. and rest.. 985 519 
Institutions é 856 442 
All other hospitals.......... 1,519 1,742 


Total all hospitals........ 307 6,232 54,128 132,135 106,874 27,270 26,967 


ou 
ig te & whe 
Seaenass 


mental group whereas 214 are sponsored by nongov- 
ernmental hospitals. Previous reports listed 242 schools 
in 1949, 318 in 1950, 334 in 1951, and 310 in 1952. 
The present enrollment of 6,232 may be compared with 
5,712 in the previous year. Included are 2,403 students 
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in governmental hospitals and 3,829 in the nongovern- 
mental group. It can also be shown that the general hos- 
pitals have 5,196 students, the psychiatric institutions 
431, the tuberculosis sanatoriums 84, and other hospitals 
521. 

Further attention is called to tables N 1 to N 5 inclu- 
sive, in which the practical nurses and auxiliary person- 
nel are classified by states, control, type of service, and 
hospital size. In these it may be noted that 54,123 prac- 
tical nurses were reported, 132,135 attendants, 106,874 


TasL_e N 4.—Practical Nurses and Auxiliary Personnel 
(General Hospitals Classified by Size) 
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mental general.... 199 3,538 30,841 5,788 73,309 16,315 12,435 

















Total all general 
DOC so cecceves 266 5,196 41,258 34,334 93,109 22,148 22,815 


nurses’ aides, 27,270 ward maids, and 26,967 orderlies. 
The corresponding totals in 1952 were 48,941, 135,931, 
90,863, 27,483, and 25,858 respectively. Of the 54,123 
practical nurses, 17,417 served in governmental hospitals 
whereas 36,706 were employed in the nongovernmental 
division. The general hospitals, as shown in table N 3, 
list 41,258 practical nurses, the psychiatric institutions 
3,300, the tuberculosis sanatoriums 4,416, and other 
hospitals 5,149. These as well as the other personnel 
groups should be studied further in relation to the size 
classifications shown in tables N 4 and N 5. In addition, 
reference should be made to tables B 1 and B 2, which 
have corresponding statistical data on bed capacity, 
admissions, average daily census, and hospital births. 


Technical Personnel in Hospitals 

Information on technical personnel was published in 
THE JOURNAL in 1937, annually from 1942 to 1947, and 
more recently in the Hospital Number of THE JOURNAL, 
May 9, 1953. In the present survey the registered hos- 
pitals were again asked to supply information on the full- 
time and part-time employment of medical technologists, 
x-ray technicians, occupational therapists, physical ther- 
apists, and medical record librarians. The classification 
of these groups by states, control, type of service, and 
hospital size is shown in tables O 1,0 2, 03, and O4. 
Here it will be found that 25,782 laboratory workers are 
now employed, including 22,741 full time and 3,041 part 
time. Of this total, 9,356 are classified as medical tech- 
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nologists registered by the American Society of Clinical 
Pathologists. Their further distribution by states and hos- 
pital groups should be noted in reference to individual 
tables. In the x-ray field the hospitals reported 12,310 
full-time technicians and 1,476 part time, a total of 
13,786. These include 5,743 who are registered by the 
American Registry of X-Ray Technicians. Occupational 
therapy departments listed 3,970 full-time and 406 part- 
time workers, of whom 1,925 were designated as regis- 
tered therapists. Similarly in physical therapy 4,646 
full-time and 538 part-time therapists were reported, 
including 3,102 classified as registered personnel. In the 
medical record division the hospitals are employing 
2,074 registered medical record librarians, 4,515 medical 
record librarians not registered, and 12,253 other med- 
ical record personnel. Of this total of 18,842 workers in 
the medical record field, 16,604 serve full time and 2,238 
part time. The general hospitals alone employ 22,534 
full-time and part-time medical technologists and other 
laboratory workers, 12,208 x-ray technicians, 1,235 
occupational therapists, 3,730 physical therapists, 5,557 
medical record librarians, and 9,476 other medical rec- 
ord personnel. On the basis of control the following 
comparisons can be made: laboratory personnel (gov- 
ernmental hospitals) 8,492, (nongovernmental hospitals) 
17,290; x-ray technicians, 4,645 and 9,141; occupational 
therapists, 3,302 and 1,074; physical therapists, 2,241 
and 2,943; medical record librarians, 1,725 and 4,864; 
other medical record personnel, 5,642 and 6,611. 


TasBLe N 5.—Practical Nurses and Auxiliary Personnel 
(All Hospitals Classified by Size) 
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Total all hospitals.. 307 6,232 54,123 132,135 106,874 27,270 26,967 


In the present surveys the hospitals also reported 
8,721 full-time and 574 part-time dietitians, 4,736 full- 
time and 207 part-time medical social workers, and 
4,079 full-time and 653 part-time pharmacists. The gov- 
ernmental hospitals listed 3,381 full-time and part-time 
dietitians, 3,347 medical social workers, and 1,879 phar- 
macists, with corresponding totals of 5,914, 1,596, and 
2,853 in the nongovernmental group. The general hos- 
pitals employ 7,558 dietitians, 2,805 medical social 
workers, and 3,969 pharmacists. In the psychiatric insti- 
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tutions the corresponding totals are 696, 1,443, and 348 
respectively, in the tuberculosis sanatoriums 473, 287, 
and 156, and in the other hospitals 568, 408, and 259. 


Schools of Medical Technology 
On Aug. 29, 1936, the original survey of schools for 


medical technologists was published in THE JOURNAL 
together with the first list of 96 schools approved by the 


TaBLE O 1.—TECHNICAL PERSONNEL IN HOSPITALS (Classified by States) 
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Society of Clinical Pathologists, in 1933, requested the 
Council on Medical Education and Hospitals to aid in 
the study of courses for medical technologists. 

At the present time 575 schools are approved in this 
field. The Council, in its continuous effort to assist 
hospitals in the development of training programs, has 
received the full cooperation of the American Society of 
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1,476 4,646 638 3,970 406 §,852 737 10,732 1,501 





Council on Medical Education and Hospitals. Essentials 
had been formulated by the Council with the cooperation 
of the American Society of Clinical Pathologists and 
ratified by the House of Delegates of the American Med- 
ical Association in May, 1936. Eight years previously an 
effort to evaluate the standards for medical technologists 
was made by the American Society of Clinical Pathol- 
Ogists when it established its Board of Registry and 
developed minimum standards for laboratory schools. 
However, realizing the need for inspection, the American 


Clinical Pathologists, the Board of Registry and, in recent 
years, the Board of Schools of Medical Technology. This 
latter board was created by the American Society of 
Clinical Pathologists in 1949 to serve in an advisory 
capacity to the Council in matters relating to standards 
and the evaluation of educational programs. The follow- 
ing year the newly established board and the Council 
instituted a questionnaire survey of all approved schools 
of medical technology, after which an inspection program 
was carried out by regional inspectors representing the 
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American Society of Clinical Pathologists. The Board of 

Schools of Medical Technology is also giving the Council 

valuable assistance in the evaluation of new applications. 
When the House of Delegates of the American Medical 

Association met in Clinical Session in St. Louis, Decem- 


~ 
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cerned with the evaluation and inspection of schools of medical 
technology, acting in an advisory capacity to the Council, assist- 
ing also in the maintenance of high standards of education and 
in the development of new schools of medical technology. The 
Board of Registry of Medical Technologists investigates and 
certifies the competency of the technologists. 


s . 


Taste O 2.—TECHNICAL PERSONNEL IN HOSPITALS (Classified by Control) 
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Medieal X-Ray Physical Occupational Record Record 
Technologists Technicians Therapists Therapists Librarians Personnel 
ES eee ee " eatet geen tr epee ae, 
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Taste O 4.—TECHNICAL PERSONNEL IN HOSPITALS (Classified by Size) 
Medical Other Medical 
Medical X-Ray Physical Occupational Record Record 
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t—_—_ a Nese ee IE? “Bes 
Full Part. “Full Part. ‘Full Part’ “Full Part’ “Full Part’ “Full Part’ 
Bed Capacity Time Time Time Time Time Time Time Time Time Time Time Time 
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ber, 1953, revised Essentials of an Acceptable School of 
Medical Technology were approved. The preamble now 
reads: 


Two organizations are primarily concerned with the training 
of medical technologists, the Council on Medical Education 
and Hospitals of the American Medical Association and the 
American Society of Clinical Pathologists. Two Boards of the 
American Society of Clinical Pathologists represent this Society. 
The Board of Schools of Medical Technology is primarily con- 


Other changes pertinent to the successful operation of 
a modern training program were also made, in coopera- 
tion with the Board of Schools of Medical Technology 
and have been reported to the individual schools. Pre- 
vious revisions of the standards occurred in 1941, 1943, 
1947, and 1949, 

Included in the present total of 575 approved schools 
are 39 new programs surveyed during the past year that 
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have received official Council recognition. During the 
same period two schools were discontinued. On the basis 
of annual reports supplied by the approved schools the 
present enrollment is 2,275; however, 90 schools re- 
ported that no students were in training. Excluding the 
39 new schools, this would seem to indicate that 51 
schools apparently are experiencing difficulty in obtain- 
ing suitable applicants. It should also be noted that the 
number of graduates dropped from 2,063 in 1952 to 
1,971 in the 451 schools reporting graduates in 1953. 
Again excluding the 39 newly approved training pro- 
grams, this would indicate that 85 established schools did 
not have any graduates in the last year. The student 
capacity of all schools is 4,430. 

The admission requirements to an approved school of 
medical technology are two years of college in a college 
or university accredited by a recognized standardizing 
association. A total of 462 training programs are based 
on this minimum requirement; 74 schools specify three 
years Of preclinical training and 38 a degree. One school 
continues to offer a course of two and one-half years’ 
duration. Acceptable schools for training medical tech- 
nologists may be conducted by approved medical schools, 
hospitals, or other acceptable laboratories suitably or- 
ganized in accordance with present educational stand- 
ards. 

A total of 339 hospitals have established college or 
university affiliations. Many of these programs lead to a 
degree after three years of collegiate training and one 
year of practical hospital experience. While the collegiate 
training is longer in duration, it is the hospital course that 
is directly concerned in the preparation of medical tech- 
nologists. The hospital, therefore, should assume full 
responsibility for the required 12 month course of train- 
ing as Outlined in the Council’s standards. Affiliations 
serve aS a convenient and continuing source of student 
material, as well as for the development of well-organized 
training programs suitably integrated with the college 
curriculum. 

It is specified in the Essentials that the course of train- 
ing should be not less than 12 months in duration. In 499 
schools the programs are organized on this minimum 
requirement, while the courses in the remaining 76 
schools vary from 12% to 36 months. The approved 
schools should have available laboratory material equiv- 
alent to that provided by a hospital of 100 beds and 3,000 
yearly admissions and a minimum of 35,000 tests a year 
with a distribution of clinical material sufficient to pro- 
vide adequate technical training in the various laboratory 
divisions. Applicants are required to submit evidence of 
good health and successful vaccination, and a report of a 
medical examination should be a part of the students’ 
records. This examination should include a roentgen 
examination of the chest. 

The distribution of schools follows rather closely the 
pattern set in previous years, Pennsylvania leading with 
46, Ohio 44, New York 33, Illinois 32, Michigan 31, and 
Texas 28. The student capacity of the Ohio schools has 
been reported as 348; next in numerical order is Pennsyl- 
Vania, where training facilities are available for 339 
students, 
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Application for approval of a school for the training of 
technologists should be made to the Council on Medical 
Education and Hospitals of the American Medical Asso- 
ciation, 535 North Dearborn Street, Chicago 10, II. 
Forms will be supplied for this purpose on request and 
should be completed by the director of the laboratory 
requesting this approval. Inquiries regarding the regis- 
tration of qualified medical technologists should be 
addressed to the Board of Registry of Medical Technol- 
ogists, Post Office Box 1209, Muncie, Ind. 


Schools for X-Ray Technicians 


The list of schools for x-ray technicians published May 
9, 1953, shows a total of 326 courses approved by the 
Council on Medical Education and Hospitals. During the 
past year 46 new programs were investigated and found 
acceptable in accordance with the present standards. 
Approval was withdrawn from two schools, and one 
course was discontinued. 

Thus at present there are 369 schools approved for the 
training of x-ray technicians. The Council undertook 
the survey of these schools in 1943 at the request of the 
American Registry of X-Ray Technicians sponsored by 
the American College of Radiology and the American 
Society of X-Ray Technicians. With the assistance of the 
registry and the college, standards were developed and 
adopted by the House of Delegates of the American 
Medical Association in June, 1944. On Jan. 13, 1945, 
these standards were published in THE JOURNAL, together 
with a list of 112 schools. During the intervening years 
the Council has been ably assisted by the American Col- 
lege of Radiology, the American Registry of X-Ray 
Technicians, and the American Society of X-Ray 
Technicians. Existing schools, as well as those making 
application for approval, are surveyed by state and 
regional councillors appointed by the American College 
of Radiology. Reports are reviewed by the advisory 
committee of the American College of Radiology and 
recommendations submitted to the Council for consider- 
ation. The success of this program is attested to by the 
striking increase in the number of approved schools, from 
112 in 1945 to 369 at the present time, a net gain of 257. 
Prior to 1944 the approval of x-ray schools had been 
carried on as a function of the American Registry of 
X-Ray Technicians, 

An analysis of the reports submitted by the 369 
approved schools shows a total enrollment of 2,096, 
whereas the present training capacity is 2,583. These 
figures indicate that student personnel is not keeping pace 
with the training opportunities available in this field, 
although an increased enrollment of 323 was reported 
during the past 12 months. The number of graduates in 
1953 was 1,259 as compared with 1,156 in 1952 and 
1,081 in 1951. 

Candidates for admission to an approved school 
should satisfy one of the following requirements: (a) 
completion of four years of high school, (b) passing of 
a college entrance requirement, or (c) graduation from 
a school of nursing recognized by the state board of nurse 
examiners. A total of 348 of the 369 schools currently 
approved have indicated that graduates directly out of 
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high school are accepted for training; one year of college 
is required by 8 schools and two years by 5; one hospital 
will accept registered nurses only. The remaining seven 
schools specify combined requirements of one and two 
years of college or an R. N. degree. The length of training 
in 152 schools is 12 months, in 38 schools 18 months, 
and in 153 hospital courses 24 months; 26 schools report 
a range from 14 months to four years. There are 39 
schools approved in Illinois, 25 in Pennsylvania, 24 in 
Ohio, and 20 in Texas; currently all but two states have 
established training programs in this field. 

Application for approval of schools for x-ray tech- 
nicians should be submitted to the Council on Medical 
Education and Hospitals of the American Medical Asso- 
ciation, 535 North Dearborn Street, Chicago 10, Ill. 
Inquiries regarding registration of qualified x-ray tech- 
nicians should be addressed to the American Registry of 
X-Ray Technicians, 2900 East Minnehaha Parkway, 
Minneapolis 6, Minn. 


Schools of Physical Therapy 


The first list of 13 approved schools of physical ther- 
apy appeared in THE JOURNAL Aug. 29, 1936, following 
the formulation of standards by the Council on Medical 
Education and Hospitals and their adoption by the 
House of Delegates. In reviewing new programs and sur- 
veying those in operation the Council continues to have 
the full cooperation of the American Physical Therapy 
Association as well as the American Congress of Physical 
Medicine and the A. M. A. Council on Physical Medicine 
and Rehabilitation. From 1928 to 1936 the approval of 
training programs in this field was carried out by the 
American Physical Therapy Association. 

The present standards of the Council specify that 
schools of physical therapy should be established only in 
medical schools and hospitals approved by the Council 
on Medical Education and Hospitals of the American 
Medical Association or in colleges and universities affil- 
iated with acceptable hospitals. Requirements for admis- 
sion include (a) graduation from an accredited school 
of nursing, (6) graduation from an accredited school of 
physical education, or (c) two years or more of approved 
college training including satisfactory courses in bio- 
logical and physical sciences. Courses in psychology, 
physics, and chemistry as well:as biological sciences are 
highly recommended for all who seek to enter training 
courses in this field. The training program should be 
under the direction of a physiatrist or other physician 
whose qualifications are acceptable to the Council on 
Medical Education and Hospitals. The technical director 
should be a qualified physical therapist with two and 
preferably three years of general experience, training in 
educational methods and tests, should be registered or 
eligible for registration, and should possess an academic 
degree. Provision should be made for each student to 
receive clinical practice adequate in kind and amount 
under the supervision of a physician qualified in physical 
medicine in a hospital or other institution acceptable to 
the Council. 

At the present time 36 schools of physical therapy are 
approved. These schools, which reported a senior class 
capacity of 898 as compared with 842 in 1952, have a 
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current enrollment of 688, an increase of 96 over the 
previous year. The number of graduates from the degree 
and certificate courses increased in the last year from 582 
to 591, . 
Fourteen courses are designed for high school grad- 
uates who will receive four years of training. Of the 36 


schools currently approved 28 report that male students | 


are admitted to the courses. Tuition is required in nearly 
all schools, with six centers reporting that nonresidents 
of the state are charged an additional fee. Courses 
uniformly begin in February and the early fall, although 
some schools indicate that no specified time is established 
for the admission of students. 

Application for approval should be made to the Coun- 
cil on Medical Education and Hospitals, 535 North 
Dearborn Street, Chicago 10, IIL Forms will be supplied 
for this purpose on request. They should be completed 
by the administrator of the institution requesting this 
approval. Inquiries regarding registration of qualified 
therapists should be addressed to the American Registry 
of Physical Therapists, 30 North Michigan Avenue, 
Chicago 2, Ill. 


Schools of Occupational Therapy 


In 1933 the House of Delegates of the American Med- 
ical Association received a request from the American 
Occupational Therapy Association to undertake a survey 
of the occupational therapy schools. Acting on instruc- 
tions from the Board of Trustees, the Council on Medical 
Education and Hospitals developed standards in this field 
and visited the existing training centers. The Essentials 
of an Acceptable School of Occupational Therapy were 
first published in THE JOURNAL May 4, 1935. Subse- 
quent changes were approved by the Council on Medical 
Education and Hospitals at its meeting in Chicago Feb. 
12, 1938, and the revised Essentials published in THE 
JOURNAL March 26, 1938, together with a list of six 
schools substantially conforming to the minimum re- 
quirements adopted by the American Medical Associa- 
tion. A further revision of the standards was made in 
1949 with the continued cooperation of the American 
Occupational Therapy Association and the A. M.A. 
Council on Physical Medicine and Rehabilitation. These 
requirements specify that the school of occupational 
therapy should have a competent teaching staff graded 
and organized by departments. The director must be a 
qualified occupational therapist whose qualifications are 
acceptable to the Council on Medical Education and 
Hospitals, who has had at least three years’ clinical expe- 
rience, is registered or eligible for registration, and has 
an academic degree. Likewise, the clinical training should 
be under the direction of a physician or a committee of 
physicians whose qualifications are acceptable to the 
Council. Schools may be organized only in medical 
schools approved by the Council or in accredited colleges 
and universities affiliated with acceptable hospitals. Col- 
leges offering training courses in occupational therapy 
that are combined with work leading to a bachelor’s 
degree should require the candidates for this combined 
course to comply with the regular entrance requirements 
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of the school concerned. Other candidates should furnish 
proof of having completed one year of college education 
or its equivalent. 

The 31 occupational therapy schools presently ap- 
proved have a student capacity of 899 in the senior class 
and a current enrollment of 602. For four years there has 
been a continuous increase in the number of graduates, 
the records showing 377 in 1950, 418 in 1951, 441 in 
1952, and 472 in the past year. Nearly all of the 31 
approved schools admit students directly from high 
school, with the required degree course extending over 
periods of four or five years. Many of the training centers 
also offer certificate programs for college graduates in 
which the length of training is generally designated as 
18 to 24 months. It should also be noted that 20 schools 
report the admission of men students. The tuition varies 
with the type of educational program offered, some 
universities indicating that nonresidents of the state are 
charged additional fees. Most of the courses begin in 
February and September. 

Application for the approval of a school of occupa- 
tional therapy should be made to the Council on Medical 
Education and Hospitals of the American Medical Asso- 
ciation, 535 North Dearborn Street, Chicago 10, Ill. 
Forms will be supplied for this purpose on request. They 
should be completed by the administrator of the institu- 
tion requesting approval. Inquiries regarding the regis- 
tration of qualified therapists should be addressed to the 
American Occupational Therapy Association, 33 West 
42nd Street, New York 18, N. Y. 


Schools for Medical Record Librarians 


In 1942 the American Medical Association was re- 
quested by the American Association of Medical Record 
Librarians to evaluate training programs in the medical 
record field. Action on the resolution presented to the 
House of Delegates granted the Council on Medical 
Education and Hospitals authority to establish standards, 
inspect training programs, and publish lists of approved 
schools. With the assistance of the American Association 
of Medical Record Librarians, the Council prepared the 
Essentials of an Acceptable School for Medical Record 
Librarians, which were officially accepted by the House 
of Delegates of the American Medical Association in 
June, 1943. A list of 10 approved schools was published 
in THE JOURNAL April 1, 1944. 

At present 24 schools are approved, as two new train- 
ing programs were established during the year and one 
was discontinued. Eighteen approved schools reported 
106 enrollments in 1953 as compared with 96 in 1952, 
while in the same period the number of graduates in- 
creased from 92 to 99. The student capacity of all 
schools is 218, representing only a slight increase over 
the 205 reported in 1952. 

Four of the courses are designed for high school gradu- 
ates, but these are four year programs in accredited col- 
leges and lead to a degree; 14 indicate an entrance re- 
quirement of two years of college or graduation from an 
accredited school of nursing; 3 specify two years of col- 
lege, one three years, and one a college degree. The re- 
maining school lists high school graduation or two years 
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of college, with the duration of the course one to four 
years. Under the present standards acceptable schools 
for the training of medical record librarians may be con- 
ducted by general hospitals having adequate teaching 
material and personnel, although approval may also be 
extended to colleges, universities, and medical schools 
having suitable hospital facilities. The director of the 
school should be responsible for the actual conduct of 
the training course and devote sufficient time for proper 
supervision of the students. An adequate number of in- 
structors should be available so that students may have 
immediate guidance and supervision in all of their as- 
signments. Thirteen of the approved schools maintain 
college or university affiliation. 

In 20 schools the courses are so arranged that the 
beginning date coincides with the opening of school in 
September, while in other programs the students may 
enter during the summer months. Tuition is variable, 
ranging from $135 to $600, with one school reporting 
that no tuition is charged. 

In recognition of the continuing need for qualified 
medical record personnel, the Council on Medical Edu- 
cation and Hospitals in cooperation with the American 
Association of Medical Record Librarians has estab- 
lished standards for the training of medical record tech- 
nicians. The report with reference to this group will be 
found in the succeeding section. 

Application for approval should be made to the Coun- 
cil on Medical Education and Hospitals of the American 
Medical Association, 535 North Dearborn Street, 
Chicago 10, Ill. Special forms will be supplied for this 
purpose, and when the required information has been 
received the proposed training program will be reviewed 
in collaboration with the Committee on Education and 
Registration of the American Association of Medical 
Record Librarians. The institutions applying for Council 
approval will, in all instances, receive full information 
and every possible assistance in the planning and devel- 
opment of training programs in accordance with present 
standards. Inquiries regarding the registration of quali- 
fied medical record librarians should be addressed to the 
American Association of Medical Record Librarians, 
510 North Dearborn Street, Chicago 10, III. 


Schools for Medical Record Technicians 


Because the shortage of trained personnel is particu- 
larly acute in the field of medical record library science, 
the American Association, of Medical Record Librarians 
recommended to the Council on Medical Education and 
Hospitals that consideration be given to the establish- 
ment of additional training programs for students directly 
out of high school. The American Hospital Association 
has also been greatly interested in this field and has com- 
mented editorially that the establishment of courses for 
high school graduates leading to recognition as medical 
record technicians promises to provide much needed 
technical personnel capable of maintaining good quality 
of medical records. 

The initial steps were taken in the fall of 1951, when 
the House of Delegates of the American Association of 
Medical Record Librarians approved a recommendation 








278 HOSPITAL SERVICE 


that consideration be given to a course for graduates 
directly out of high school. The subcommittee appointed 
at that time studied the problem carefully and sub- 
mitted a report to the Council on Education (now the 
Committee on Education and Registration) of the 
A. A. M. R. L., which, in turn, sent recommendations 
to their executive board. Subsequently, the executive 
board recommended that schools for the training of med- 
ical record technicians be established in accordance with 
standards to be developed by the Council on Medical 
Education and Hospitals of the American Medical Asso- 
ciation. This recommendation was ratified by the Amer- 
ican Association of Medical Record Librarians at its 
meeting in Washington, D. C., Oct. 13-17, 1952. 

The Council on Medical Education and Hospitals, 
which had long been concerned with the growing short- 
age of technical personnel in this field, proceeded to 
establish standards in cooperation with the Committee 
on Education and Registration of the American Asso- 
ciation of Medical Record Librarians. These were re- 
viewed by the Committee on Essentials of the Council 
on Medical Education and Hospitals at its meeting in 
New York City, May 28, 1953. At the recommendation 
of the committee, the Council in official session approved 
the establishment of the category of “Medical Record 
Technicians” and the standards prepared for their train- 
ing. When the Essentials were submitted to the House 
of Delegates of the American Medical Association at the 
June 3, 1953, session, New York City, temporary ap- 
proval was given by the House, which requested that they 
be presented again for consideration at the December, 
1953, meeting. This action was taken in order that 
schools might proceed with the development of suitable 
training programs and that the members of the House 
might have further opportunity to review the proposed 
standards. Final approval was given by the House of 
Delegates of the American Medical Association on Dec. 
3, 1953, at the Clinical Meeting held in St. Louis. 

After publication of the Essentials for the Training of 
Medical Record Technicians in THE JOURNAL, June 27, 
1953, numerous requests were received at the office of 
the Council for copies of the standards and assistance 
in setting up a course of instruction. The training of med- 
ical record technicians should be conducted in acceptable 
general hospitals having a minimum of 4,000 annual 
admissions. These admissions should include an adequate 
distribution of patients in the various clinical services 
commonly found in general hospitals. Candidates for 
admission to an approved school should be proficient in 
typing and preferably also in shorthand. They should 
have completed the requirements for high school gradu- 
ation or should have passed a college entrance examina- 
tion for admission to an accredited college or university. 
The minimum length of training is nine months and 
should include theoretical instruction in anatomy, med- 
ical terminology, and medical records, with additional 
practical training in admitting and discharge procedures, 
indexing, preparation of reports, and other activities 
associated with the medical record department. 


J.A.M.A., May 15, 1954 


With the cooperation of the Committee on Education 
and Registration of the American Association of Medical 
Record Librarians, the Council on Medical Education 
and Hospitals has considered and approved four schools 
for training in this field. These are St. Francis Hospital, 
Breckenridge, Minn.; Charlotte Memorial Hospital, 
Charlotte, N. C.; Marymount Hospital, Garfield Heights, 
Ohio; and St. Benedict’s Hospital, Ogden, Utah. Cur- 
rently four applications are in process of review, with 
several additional hospitals having indicated their interest 
in the development of acceptable training programs in 
this field. 

Application for approval of a course for medical 
record technicians should be made to the Council on 
Medical Education and Hospitals of the American Med- 
ical Association, 535 North Dearborn Street, Chicago 10, 
Ill. Forms will be supplied for this purpose on request. 
Inquiries regarding the registration of qualified medical 
record personnel should be addressed to the American 
Association of Medical Record Librarians, 510 North 
Dearborn Street, Chicago 10, IIl. 


Shortage of Technical Personnel 


Twenty years ago the Council on Medical Education 
and Hospitals began the standardization of technical 
services ancillary to the practice of medicine. Included at 
first were the fields of medical technology and occupa- 
tional therapy, but later the program was extended to 
physical therapy, x-ray technique, medical! record librar- 
ians, and medical record technicians. In all of these areas 
the established standards provide reasonable latitude and 
flexibility in the development and organization of edu- 
cational programs, although appropriate emphasis has 
been placed on competent medical and technical super- 
vision, adequate facilities and teaching material, educa- 
tional prerequisites, curriculum content, and the length 
of training required in each field. Although great progress 
has been made throughout the period of active standard- 
ization, it has not been possible to meet all of the needs 
for well-trained technical personnel. Shortages are con- 
tinuing in all areas and may be related to a number of 
factors such as the increasing competition with other 
fields, the mounting cost of education, prolonged periods 
of training, inadequate economic returns, high attrition 
rates, insufficient publicity, limited resources for recruit- 
ment, and the need for additional training centers in 
various parts of the country. Estimates of requirements 
in individual fields vary to such an extent, however, that 
further knowledge of the actual use of technical person- 
nel in hospitals and other areas would seem essential to 
the solution of this problem. It is with this purpose in 
view that the Council on Medical Education and Hos- 
pitals in the last two years has collected information on 
technical personnel employed in hospital service. Re- 
sults of these studies were initially published in THE 
JOURNAL, May 9, 1953, and are again included in the 
present report. Every consideration is now being given to 
this problem, and many studies have already been de- 
velopéd by various agencies and organizations directly 
concerned with the needs of the technical fields. 
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HOSPITAL SERVICE IN THE UNITED STATES 


The annual hospital report of the Council on Medical 
Education and Hospitals published in this issue of THE 
JOURNAL again shows an increase in the utilization of 
hospital service in the United States. Included in the 
present report are 6,840 hospitals registered by the 
American Medical Association, of which 2,136 are clas- 
sified as governmental and 4,704 as nongovernmental. 
Setting a new record in the hospital field, these institu- 
tions admitted 19,869,061 patients in 1953 as compared 
with 18,914,847 in the previous year. Gains were re- 
corded in both divisions but were more pronounced in 
the nongovernmental hospitals, which were credited with 
14,691,482, or 74% of all admissions, while the federal, 
state, county, and municipal groups received 5,177,579, 
or 26%. A new high was also established in relation to 
hospital births, which advanced from 3,170,495 in 1952 
to 3,307,182 in 1953. It is only in the last two years that 
the number of hospital births have exceeded the 3 mil- 
lion mark and can now be said to represent about 84% 
of the estimated 3,910,000 annual births in the United 
States. 

Again the greatest volume of service occurred in the 
general hospitals, which had an increase of 932,755 ad- 
missions in 1953. These institutions, now totaling 5,087, 
reported 18,692,812, or 94.1% of all patients admitted 
and 3,228,589, or 97.6% of the hospital births. They 
also maintained throughout the year an average daily cen- 
sus of 477,272, which represents 35.8% of the daily pa- 
tient load in all registered hospitals. In the psychiatric hos- 
pitals, 593 in all, the admissions increased from 312,252 
to 328,336. As this represents only 1.7% of all hospital 
admissions, it is apparent that the volume of service in 
this field can be measured more accurately in terms of 
the average daily census. This average, the highest ever 
recorded, was 719,335 in 1953 and constitutes a total 
greater than the combined census reported in all of the 
other hospital groups. Most of the psychiatric service is 
associated with the governmental division, which listed 
an average of 703,294 compared with 16,041 in the non- 
governmental group. In the state psychiatric hospitals 
alone the average daily census was 623,105. The tubercu- 
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losis hospitals, which now total 420, admitted 109,925 
patients in 1952 and 108,471 in 1953. Their average 
census was 74,844, including 66,961 in the governmental 
division and 7,883 in the nongovernmental units. In 
the remaining 740 hospitals listed in other service classi- 
fications, the admissions totaled 739,442 and the daily 
average 61,100. In all registered hospitals the average 
daily census of 1,332,551 represents 486,381,115 
patient days, including 174,204,280 in the general 
hospitals, 262,557,275 in psychiatric units, 27,318,060 
in the tuberculosis sanatoriums, and 22,301,500 in other 
hospitals. When classified by control the governmental 
hospitals show 363,491,090 days of patient care, the 
nongovernmental hospitals 122,890,025. 

In 1953 the bed capacity of the registered hospitals 
increased by 31,399 and is now recorded at 1,573,014, 
with 1,113,004 beds in the governmental division and 
460,010 in the nongovernmental group. The federal hos- 
pitals reported 200,535 beds, the state group 711,824, 
the city and county institutions 200,645, the church 
and other nonprofit associations 407,706, and the pro- 
prietary hospitals 52,304. Similarly, it may be shown that 
the general hospitals have 653,752, or 41.6% of all beds, 
the psychiatric institutions 749,393, or 47.6%, the tu- 
berculosis sanatoriums 88,406, or 5.6%, and the remain- 
ing institutions 81,463, or 5.2%. The average bed oc- 
cupancy rate was reduced in the last year from 84.9 to 
84.7%. In the nongovernmental hospitals the percentage 
changed from 73.6 to 73.2, whereas in the governmental 
division the rate remained at the previous level of 89.4. 
The lowest rate, 47.2%, occurred in the isolation hos- 
pitals, which respond chiefly to seasonal demands, 
whereas the highest rate, 96%, was in the psychiatric di- 
vision, where long periods of hospitalization are ordinar- 
ily required. The general hospitals reported an average 
occupancy of 73% compared with 74.1% in 1952. The 
length of stay per patient was also reduced in the general 
hospital group, which reported 9.3 days in relation to 
the previous average of 9.8. In the federal general hos- 
pitals the average length of stay decreased from 26.2 to 
23.6 days, and shorter periods of hospitalization were 
also observed in all other governmental and nongovern- 
mental classifications except the state hospitals, which 
listed 14.8 days compared with 14.1 in 1952. The county 
general hospitals reported an average length of stay of 
11.2 days, the municipal hospitals 11.5, the city-county 
group 8.8, the church and other nonprofit associations 
7.6, and the proprietary hospitals 5.6. 

Many of the registered hospitals are giving full support 
to educational activities associated with undergraduate 
medical education and the training of interns, resident 
physicians, student nurses, and technical and other hos- 
pital personnel. At present 850 hospitals are approved 
for internships, 1,146 for residencies, and 1,071 for pro- 
fessional nursing education. In addition, many hospitals 
are successfully participating in supplemental educa- 
tional programs organized on an affiliated basis. 
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The list of hospitals registered by the American Med- 
ical Association is not included in this issue of THE 
JOURNAL. It has been printed as a separate supplement, 
however, and will be distributed to all hospitals, medical 
schools, state medical associations, county medical so- 
cieties, editors of state medical journals, state boards of 
medical examiners, state and national hospital organiza- 
tions, state health officers, state boards of nurse exam- 
iners, and other agencies associated with hospital serv- 
ices. Copies of the hospital list are also available to indi- 
vidual physicians and other subscribers to THE JOURNAL 
and may be obtained from the Council on Medical Edu- 
cation and Hospitals of the American Medical Asso- 
ciation. 


TECHNICAL PERSONNEL 


In the report on hospital service in the United States 
in this issue of THE JOURNAL information is also in- 
cluded on the various technical schools approved by the 
Council on Medical Education and Hospitals. Under 
standards officially adopted by the American Medical 
Association approval has been extended to 575 schools 
of medical technology, 369 schools for x-ray technicians, 
36 schools of physical therapy, 31 schools of occupa- 
tional therapy, 24 schools for medical record librarians, 
and 4 schools for medical record technicians. This latter 
group has recently been established to help alleviate the 
personnel shortage, which is particularly acute in the 
medical record field. The new program offers a minimum 
training period of nine months and is designed for stu- 
dents directly out of high school, whereas the schools 
for medical record librarians conduct courses of at least 
12 months’ duration, with entrance requirements based 
on two years of college or graduation from an accredited 
school of nursing. 


Although 1,971 graduates were reported from schools 
of medical technology last year, 1,259 in x-ray technique, 
591 in physical therapy, 472 in occupational therapy, 
and 99 in medical records, there is still a continuing 
shortage of well-trained technical personnel in all of 
these fields. In relation to the hospital field alone it 
is shown in the present report that the 6,840 hospitals 
registered by the American Medical Association are 
currently employing 25,782 full-time and part-time 
technical laboratory workers, 13,786 x-ray technicians, 
5,184 physical therapists, 4,376 occupational therapists, 
6,589 medical record librarians, and 12,253 other med- 
ical record personnel. In addition, 9,295 dietitians were 
listed in the present survey, 4,943 medical social workers, 
and 4,732 pharmacists. 

As other areas are also competing for the services of 
well-trained personnel it is becoming increasingly evi- 
dent that additional facilities and training programs will 
be required to meet the existing shortages as well as antic- 
ipated future demands. Special studies are already under 
way with reference to these and other related problems, 
many of which are pressing for early solution. 


J.A.M.A., May 15, 1954 


FIFTIETH ANNIVERSARY OF THE NATIONAL 
TUBERCULOSIS ASSOCIATION 


The National Tuberculosis Association, founded in 
Atlantic City, N. J., June 6, 1904, will celebrate its 50th 
anniversary in that city during the week of May 17. Its 
founders, a group of eminent physicians and laymen who 
were impressed by the gravity of tuberculosis as a na- 
tional problem, set out to organize a voluntary compaign 
against the disease and to stimulate government, through 
its official health agencies, to assume a vigorous part in 
control of tuberculosis as a public health problem. How 
well they succeeded and what part of the total success at- 
tained to date in eliminating tuberculosis actually re- 
sulted from their efforts is worth careful study. 

Since 1904 tuberculosis has dropped from first to 
seventh or eighth place in the official lists of causes of 
death in the United States. Many careful analyses have 
been made of the reasons for this great decline. Students 
of sociology and public health point out that the drop 
was under way long before specific efforts were directed 
to tuberculosis control. There seems to be little question 
that a rise in the standard of living, represented in higher 
wages for the less privileged, better housing and nutrition, 
and generally improved hygiene and sanitation were re- 
sponsible in large measure for the fall in mortality. Few 
persons doubt, however, that in the later phases of the 
gratifying decline scientific progress in both organization 
and medical care has been a vital factor. The last 50 
years have witnessed great advances in diagnostic meas- 
ures, specific therapy, and prevention. While the basic 
discoveries antedated 1904, the practical application of 
roentgenology in examination of the chest and abdomen, 
the development of the tuberculin skin test, the introduc- 
tion of artificial pneumothorax, the procedures of thoraco- 
plasty and pulmonary resection, and finally the discovery 
of streptomycin and isoniazid have been achievements of 
the last 50 years. 


Above all, probably, has been the nationwide recogni- 
tion of tuberculosis as an infectious disease amenable to 
public health measures for the control of contagious ill- 
ness, of which the first and most important is the applica- 
tion of the quarantine principle. In 1904 there were about 
9,000 sanatorium beds for the care of tuberculosis, all 
of them substandard by modern appraisal, at a time when 
150,000 persons a year died from tuberculosis and a half 
a million or more were gravely ill with the disease. In 
spite of Robert Koch’s discovery of the tubercle bacillus 
more than 20 years previously, most persons outside of 
the medical profession looked upon tuberculosis as a 
constitutional taint rather than as an infectious illness de- 
rived from an outside source. Indeed, the medical profes- 
sion then and for years afterward considered tubercu- 
lous infection, in the cities at least, as inevitable, and 
directed their measures not to the prevention of spread 
but to the development of individual resistance. 

Today, with a population only twice as large, there are 
more than 10 times as many beds for the care of tubercu- 
losis; less than 20,000 persons a year die from it in 
this country; and a large if not wholly satisfying pro- 
portion of the persons with known cases are under 
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excellent medical care. A vast public program for case- 
finding, supplementing an enlightened private medical 
practice, beth leading to effective medical care, is steadily 
removing the sources of dissemination of the disease. In 
all of this, the National Tuberculosis Association has 
played no small part. Education of the public has been its 
central purpose. Its founders, including such distin- 
guished physicians as Edward L. Trudeau, Lawrence F. 
Flick, William Osler, William Welch, Theobald Smith, 
§. Adolphus Knopf, Vincent Y. Bowditch, Edward G. 
Janeway, A. Jacobi, and Hermann Biggs, established as 
the new association’s principal objectives: (1) the study 
of tuberculosis in all its forms, (2) the dissemination of 
knowledge on the causes, treatment, and prevention of 
tuberculosis, and (3) the encouragement of prevention 
and scientific treatment of the disease. With substantial 
funds from the sale of Christmas Seals, the association 
has steadfastly followed these aims. It has incorporated 
a strong professional body, the American Trudeau So- 
ciety, as its medical section in its organizational structure. 
It has vigorously fostered medical research and medical 
education in a comprehensive campaign marked by en- 
thusiam and devotion. 

The fight against tuberculosis is far from won. The 
known case rate has not dropped with the same accelera- 
tion as the death rate. It is still high. In spite of the great 
progress that has been made in treatment and prevention, 
there is still a large task ahead for the medical profession 
and for the National Tuberculosis Association. 


LONG-ACTING LOCAL ANESTHETICS 


The use of various anesthetic agents has made possible 
many operations that could not otherwise have been per- 
formed, but the problem of postoperative pain remains. 
The narcotics commonly used to control such pain have 
the disadvantage that they are habit forming. For this 
reason long-acting local anesthetics have been sought." 
Drugs that produce prolonged anesthesia, such as ethyl 
alcohol, benzyl alcohol, quinine salts, and insoluble 
aminobenzoates, have all been found to be too toxic. Oil 
bases have been added to local anesthetics so that they 
will be absorbed slowly and their action will be prolonged. 
These have caused the formation of cysts, foreign body 
granulomas, or even nerve injury. More recently a long- 
acting anesthetic mixture called Efocaine has been used. 
As anesthetic agents it contains 1% procaine, 0.25% 
procaine hydrochloride, and 5% butyl-p-aminobenzoate. 
The solvent consists of 2% polyethylene glycol-300, 
78% propylene glycol, and 20% distilled water. On 
injection supposedly the crystalline anesthetic agents 
precipitate in the tissues as the solvent material is 
absorbed. 


Although early reports on the use of this drug have 
been favorable, some complications following its use 
have given rise to controlled experiments on human 
patients and laboratory animals. Margolis and associates * 
observed the effect of standard doses of (1) Efocaine, 
(2) Efocaine solvent, (3) 80% propylene glycol, and 
(4) procaine hydrochloride in rats, dogs, and rabbits. 
Intramuscular injections of procaine caused no muscular 
twitching and no lesions, but injections of the other three 
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substances immediately produced severe twitching lasting 
for about 90 seconds followed by complete loss of irri- 
tability. Microscopic sections of the injected muscles 
showed severe necrosis. Perineural injections of Efocaine, 
Efocaine solvent, and propylene glycol produced total 
initial paralysis in about 50% of the animals; in 20% of 
those injected with Efocaine or the solvent there was 
residual paralysis after 17 days, and in over half the 
animals tested there were destructive nerve lesions. 
Although the necrotic muscles regenerated quickly, 
necrosis in the nerves was much more serious. Because 
the results with Efocaine, the solvent, and propylene 
glycol were practically identical, the propylene glycol is 
believed to be the noxious agent. It probably acts by de- 
hydrating the living cells. Mannheimer and co-workers * 
obtained similar results in their series in which isotonic 
sodium chloride solution was used in the controls. 


Nowill and his associates * used Efocaine in a series of 
patients undergoing thoracic operations; 50 controls 
received no injection, 25 received an injection of Efo- 
caine, and 25 received an injection of Efocaine solvent 
in an intercostal nerve. Neither the ward nurses nor the 
patients knew who had received injections. Postoperative 
narcotic requirements were not significantly less in the 
groups receiving injection, nor did they show any reduc- 
tion in the incidence of postoperative complications. On 
the other hand, in three patients in the Efocaine-treated 
group a severe intercostal neuritis developed beginning 
in the fifth or sixth postoperative day, and in the light of 
the results of their animal experiments the authors attrib- 
uted this to the injection. 

Because Efocaine had been advocated to relieve pain 
following hemorrhoidectomy and other anorectal opera- 
tions, Turell * used it in a controlled series. He found no 
difference in the postoperative pain experienced by the 
treated and the untreated group as measured by the num- 
ber of injections of morphine required after operation. 
He concluded that the amount of postoperative pain 
depended more on the type of operation (open technique 
or closed technique) and on gentleness in handling tissues 
during operation than on the use or nonuse of a local 
anesthetic postoperatively. In addition to not obtaining 
any appreciable anesthetic effect from this use of Efo- 
caine, the patients in the treated series had a number of 
troublesome side-actions from the drug. 


In the light of these and other observations it would 
appear that Efocaine like alcohol acts by destruction of 
afferent nerves rather than like procaine by blocking 
afferent impulses. It is unfortunate that this drug was 
publicized in the lay press before it could be properly 
evaluated, as such publicity gave rise to embarrassing 
demands for its use. Many have discontinued its use, and 
in the best interests of patients continued use of the pres- 
ent formula does not seem justified. 
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ORGANIZATION SECTION 


MIAMI CLINICAL MEETING, NOV. 29-DEC. 2, 1954 
The Scientific Exhibit will again be one of the features of 
the Clinical Meeting of the American Medical Association to 
be held in the Dinner Key Auditorium, Miami, Monday, Nov. 
29 to Thursday, Dec. 2, 1954. Plans are being made for several 
special features, including question and answer conferences, 
demonstrations and exhibits. In addition there will be 50 to 60 
exhibits presented by various physicians. on subjects supple- 
menting the lecture program. The Committee on Scientific 
Exhibit consists of Drs. Leonard W. Larson, Bismarck, N. D., 
chairman; James R. McVay, Kansas City, Mo.; and Julian P. 
Price, Florence, S. C. The chairman of the local Subcommittee 
on Scientific Exhibit is Dr. George F. Schmitt, Miami. Applica- 
tion blanks for space in the Scientific Exhibit at Miami are now 
available and may be obtained from the above committee 
members or from the Director, Scientific Exhibit, American 
Medical Association, 535 N. Dearborn St., Chicago 10, Ill. 


STUDY OF INDIGENT MEDICAL CARE 

Representatives of the American Hospital Association, the 
American Dental Association, the American Public Health 
Association, the American Public Welfare Association, and the 
American Medical Association held their first meeting in Chi- 
cago recently to explore areas in which the different groups 
might work together to improve medical care for the indigent 
and the medically indigent population. 

The five associations have been conducting independent 
studies over the last few years, and now it is planned to estab- 
lish a liaison unit through which they can work together. At 
their first meeting, called at the request of Dr. Henry B. Mul- 
holland, chairman, Committee on Indigent Care of the A. M. A.’s 
Council on Medical Service, representatives of the five groups 
decided that the liaison unit would be known as the Joint Con- 
ference Committee to Study Indigent Medical Care Problems. 
It was agreed that the groups would prepare a joint statement 
on the subject for approval of their respective associations. The 
representatives also decided that one or more field studies would 
be conducted during the summer by a joint staff representing 
each of the five associations. 


HEALTH EDUCATION ON THE RADIO 


The list of available electrical transcriptions from the A. M. A. 
Bureau of Health Education now amount to 33 different series, 
all but one of which consists of 13 programs. These 15 minute 
complete programs cover practically every phase of medicine. 
The most popular program, as reflected by radio stations 
throughout the country, is “Heart of America,” of which 34 
different sets now are in circulation. Next most popular is the 
dramatized series, “Why Do You Worry,” of which 20 sets now 
are being used. Other widely circulated programs include 
“Medicine Fights the Killers,” “Interlude,” “Chats with the 
Champs,” “Before the Doctor Comes,” and “Train Up a Child.” 
All of these programs are available to local medical societies or 
health agencies with the approval of the local society. In addi- 
tion, radio transcriptions are being distributed on a state-wide 
basis by 10 medical societies. Any state medical society can be 
designated as a distributing agency if it so desires by contacting 
the Bureau of Health Education, 535 N. Dearborn, Chicago 10. 


“OPERATION HERBERT” 

Only a little time is left for exclusive television bookings 
of “Operation Herbert”—a popular half-hour movie on the 
cost of medical care. After June 1, this 16 mm. film will be 
distributed to schools, churches, clubs and other community 
groups. It will be available for television until September, 1955, 
but local TV stations may not be interested in booking the film 
after persons have already seen it at club meetings, etc., in the 
community. It was produced by the A. M. A. especially for 


distribution to local TV stations through state and county medi- 
cal societies. “Operation Herbert” stars comedian Jackie Kelk 
as the young hospital patient who demonstrates to his penny- 
pinching Aunt Agatha and a pretty nurse that an appendectomy 
costs less today than in 1937. If your society has not yet spon- 
sored this film, consult your local TV station now for some 
early public service time. 


REPORT OF BOARD OF TRUSTEES 


The following report will be presented to the House of Dele- 
gates of the American Medical Association at its session to be 
held in San Francisco in June: 

To the Members of the House of Delegates of the American 
Medical Association: 

The following report of the Board of Trustees is respectfully 

submitted: 


Report on Matters Referred by House of Delegates 


Resolution on Unethical Practices —In conformity with the 
recommendation of the Reference Committee on Miscellaneous 
Business adopted by the House of Delegates in December, 1953, 
the following committee was appointed to study the Resolution 
on Unethical Practices and to submit recommendations for im- 
plementation of the directive of the House: Drs. Stanley R. Tru- 
man, Oakland, Calif., Chairman; Felix L. Butte, Dallas, Texas; 
John §. DeTar, Milan, Mich.; James Q. Graves, Monroe, La.; 
Leland S. McKittrick, Brookline, Mass.; Ernest E. Irons, Chi- 
cago, and Walter L. Palmer, Chicago. A meeting of the com- 
mittee was held on March 6, 1954, and a report for submission 
to the House is in process of preparation. 

Resolution on Medical Military Scholarships.—In December, 
1953, a resolution requesting that the House of Delegates en- 
dorse the principle of federally subsidized scholarships for pro- 
spective military personnel was referred to the Board of Trustees 
for prompt and careful study and action. The resolution was 
considered by the Council on Medical Education and Hospitals, 
the Council on: National Emergency Medical Service, and the 
Committee on Legislation, and as a result of these deliberations 
the following statement was submitted and his been adopted 
by the Board: 

The proposal in question differs from previous scholarship 
proposals. It is not a provision to aid needy students through 
medical school or to increase the number of students enrolled 
in all the schools. It is simply a plan to subsidize a number of 
students in return for a pledge to serve after graduation in the 
military establishments. As such, it is a business proposition 
between the student and the armed services. It is recommended 
that the establishment of such scholarships be endorsed, pro- 
vided the following safeguards are imposed: (1) that the stu- 
dent not be approached until he is fully matriculated in the 
medical school; (2) that the student not expect nor receive special 
consideration so far as meeting the required standards of scholar- 
ship, behavior, and ethics are concerned and that failure in these 
areas shall automatically terminate the scholarship arrange- 
ment with the student; and (3) that the total number of students 
on such scholarships in any year’s class in all of the schools 
and the number in a class in any single school be kept to an 
agreed percentage of the whole number of students, and that 
the percentage should never be large enough to yield a number 
of doctors to the Armed Forces that would supply more than 
three-fourths of the estimated needs of the military requirements. 

Resolution on Proposed 23rd Amendment to Constitution of 
United States (H. J. Res. 123).—The Committee on Legislation 
reported to the Board that approximately a year ago the Ameri- 
can Progress Foundation requested the Association to give con- 
sideration to H. J. Res. 123, 83rd Congress, but that later this 
same organization asked that H. Res. 15 be considered instead, 
since H. J. Res. 123 had little chance of successful action dur- 
ing the 83rd Congress. At its meeting on May 30, 1953, the 
Committee voted to take no action on this bill. In view of the 
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action taken by the House of Delegates in June, 1953, that 
H. J. Res. 123 be supported by the Association, the matter was 
reconsidered by the Committee on Legislation. Its final recom- 
mendation was that no action be taken on H. J. Res. 123, and 
in this the Board concurred. 


Medical Care for Dependents of Service Personnel.—In De- 
cember, 1953, the House of Delegates adopted a policy on 
dependent medical care which indicated approval of the pro- 
vision of medical care for dependents of service personnel in 
military facilities and by physicians in uniform in overseas areas 
and in areas in the United States where civilian medical facilities 
and personnel are either unavailable or inadequate, but which 
opposed the drafting of physicians to provide medical care for 
the dependents of service personnel in areas where civilian facili- 
ties are available. 

At its meeting in February, 1954, the Board adopted a re- 
vised policy in this regard and stated that medical care should 
be provided for dependents of service personnel in the follow- 
ing manner: 


1. By military physicians in military facilities in overseas areas 
and in remote areas in the United States where civilian facili- 


ties are unavailable. 

2. By civilian physicians in civilian facilities in all other 
situations. 

3. The method of defraying the cost of this latter type of 
medical care should be through an additional allowance for 
military personnel with dependents which would permit the 
purchase of prepaid health insurance, such an additional cash 
allowance to be paid only if an allotment to an insurance com- 
pany (nonprofit or commercial) is authorized by the serviceman. 

4. Legislative authorization should be granted for payroll de- 
ductions to permit the payment of premiums for health insur- 
ance to the commercial or nonprofit insurance company desig- 
nated by the serviceman. 

Resolution on Professional and Administrative Audit of Hos- 
pitals—In June, 1953, the House of Delegates approved a reso- 
lution which would enlarge the scope of the activities of the 


Joint Commission on Accreditation of Hospitals to include small 
hospitals and referred it to the Board for implementation, if 
feasible. 

Following referral to the Joint Commission, as directed by 
the House of Delegates, the following report was received and 
is being submitted to the House for its action: 


At a meeting held on Dec. 5, 1953, the Board of Commissioners of 
the Joint Commission on Accreditation of Hospitals took the following 
actions: 


(a) That the Joint Commission on Accreditation of Hospitals should 
not increase its responsibility for the survey of additional hospitals at this 
time, and that only hospitals which are: (1) registered by the American 
Medical Association, (2) in operation for at least one year, and (3) 
operating with 25 or more beds, will be scheduled for survey by field 
representatives. 


(b) That the chairman be requested to appoint a Committee on the 
Problems of Small Hospitals. 


Health Home Council.—In June, 1952, the House of Dele- 
gates approved in principle the establishment of a national 
Health Home Council so that the Joint Committee of the Coun- 
cil on Industrial Health and the Council on Physical Medicine 
and Rehabilitation might investigate the proposal with a view 
to making a definite recommendation in this regard. Since that 
time the Joint Committee has been in contact with a planning 
group representative of industries such as the National Electri- 
cal Manufacturers Association, the Edison Electric Institution, 
etc., and has participated in discussions on this matter, The 
purpose of such an organization would be to assist the afore- 
mentioned industries and others by collecting and disseminating 
authoritative information on time and energy-saving devices and 
methods and home design which could serve to lighten the bur- 
den on the handicapped homemaker. 

It is the considered opinion of the Board that inasmuch as 
the legal complications inherent in the proposed affiliation of 
the American Medical Association in an organization of this 
kind are so numerous, its participation in a national Health 
Home Council is inadvisable. 

Resolutions on History of Medicine—The House of Dele- 
gates in June, 1953, in considering resolutions suggesting the 
establishment of a committee or bureau or other agency to 
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discover sources and accumulate and preserve medical histori- 
cal data and to cooperate with medical schools in planning 
courses in medical history, directed that a special committee be 
appointed by the Board to study the problem, and such a com- 
mittee was so designated. 

The Board’s committee recommended that it would be in- 
advisable to establish a committee or bureau as suggested by 
the resolution because (1) issuance of a history of medicine 
would be too expensive, and (2) all of the medical schools now 
have established a chair in the history of medicine. The com- 
mittee further recommended that a diary of the history of the 
American Medical Association might be prepared at periodic 
intervals, so that all data would be available if in the future 
publication of such a volume is contemplated. 

Attention is called to a proposal of the Department of Public 
Relations to issue an annual report at the end of each year, 
covering the events that have occurred during that period. It 
is expected that this will, therefore, serve as a continuing “his- 
tory” of the American Medical Association as well as the medi- 
cal profession. 


Committee on Rehabilitation—The joint resolution of the 
Section on Orthopedic Surgery and the Section on Physical 
Medicine and Rehabilitation, adopted by the House of Delegates 
in December, 1953, directed the Board of Trustees to appoint 
a committee composed of representatives of the various special- 
ties most directly concerned with rehabilitation to study the 
issues which have been raised with respect to the word “re- 
habilitation” and to report in June with recommendations. 

The Board appointed the following committee, which is at 
the present time studying the matter, and from which a report 
will no doubt be available at the time of the meeting of the 
House in June: Drs. Julian P. Price, Florence, S. C., Chairman; 
E. Vincent Askey, Los Angeles; Edward L. Compere, Chicago; 
Frank H. Krusen, Rochester, Minn.; G. Henry Mundt Sr., Chi- 
cago; Hans H. Reese, Madison, Wis., and Charles T. Stone, 
Galveston, Texas. - 

Resolution on Chiropractic and Naturopathic Education; 
Resolution on Medical School Training.—In accordance with 
the directives of the House of Delegates the resolution on chiro- 
practic and naturopathic education and the resolution on medi- 
cal school training were referred to the Council on Medical 
Education and Hospitals for study and report. The report of 
the Council will be referred to the House as soon as it is avail- 
able. 


Reorganization of Council on Scientific Assembly.—The plan 
adopted by the House of Delegates in December, 1953, to effect 
a reorganization of the Council on Scientific Assembly as a 
Council of the Board of Trustees was considered by the Board. 
Because of the necessity for changes in the Constitution and 
Bylaws of the Association to enable the plan to go forward, 
the entire matter was referred to the Council on Constitution 
and Bylaws for implementation. 

Proposed Change in Internal Revenue Code.—In June, 1953, 
the House of Delegates directed that a resolution on amend- 
ment of the Federal Narcotic Act to provide for the dispensing 
of codeine mixtures and compounds on oral prescriptions, intro- 
duced by Dr. Raymond M. McKeown, Oregon, be referred to 
the Board of Trustees for transmittal to the Council on Pharmacy 
and Chemistry. 

Acting on the facts presented by the Council on Pharmacy 
and Chemistry to the effect that, as of that date, no specific 
text had been prepared to incorporate a proposed amendment 
which would permit the filling of oral prescriptions for com- 
pounds of certain narcotic drugs that, as compounds, presented 
comparatively little or no potential for creating or gratifying 
drug addiction, the Board recommended in December, 1953, 
that the American Medical Association not seek a change in the 
Federal Narcotic Law at that time, and the House adopted the 
recommendation of the Board. 

The Committee on Legislation at its meeting in February, 
1954, considered a draft proposed by the National Association 
of Retail Druggists to amend Section 2554 (c) (2), Section 2553 


(b) (1), Section 2556 (a) and Section 3224 (b) (5S) of the Internal 


Revenue Code which would effectuate by legislation the oral 
acceptance of prescriptions for certain non-habit forming drugs. 
After hearing from representatives of several groups concerned 
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with this matter, the Committee recommended to the Board that 
the draft of amendments to the Internal Revenue Code proposed 
by the National Association of Retail Druggists be actively 
supported. The Board of Trustees at its meeting on Feb. 15, 
1954, adopted the recommendation of the Committee on Legis- 
lation. 
Miami Meeting 

The opening date of the Miami Clinical Meeting of the Asso- 
ciation has been changed from Tuesday, Nov. 30, 1954, to 
Monday, Nov. 29. The meeting will close, therefore, on Thurs- 
day, Dec. 2. Dr. Homer L. Pearson, on nomination by the Dade 
County Medical Association, was chosen to act as General 
Chairman of the Local Committee on Arrangements for the 
Miami Meeting. 

1956 Clinical Meeting 

The Board considered invitations from various cities and 
voted to select Seattle as the place for the 1956 Clinical Meet- 
ing of the Association. 


Financial Statement 


The officiai 1953 reports of the Treasurer and the Associa- 
tion’s auditors are appended as a part of this report. 

Income from the payment of 1953 membership dues amounted 
to $3,065,425. It represents the greatest number of payments 
received in one year through constituent state and territorial 
medical associations. It is noteworthy too, that, in addition, dues 
of prior years totaling $28,593 were paid in 1953. 

There was a modest increase in income from subscriptions 
to THE JOURNAL, even though almost 3,000 more members in 
1953 elected to substitute a specialty journal for THE JOURNAL. 
The 1953 income from subscriptions to THE JOURNAL amounted 
to $2,412,486, compared with $2,395,348 in 1952. Under ac- 
counting procedure, subscription income from all Association 
periodicals accrues to the specific periodical which a member 
selects or to which a nonmember subscribes. 

Special journal subscription receipts totaled $550,833 com- 
pared with $508,269 in 1952, indicating a substantial increase 
in the circulation of this group. 

Consolidated advertising revenues of all American Medical 
Association periodicals totaled $3,508,585, compared with 
$3,282,430 in 1952. THE JouRNAL accounting for the major por- 
tion of the increase, $226,155. 

Association investments earned $213,007 compared with 
$197,253 in 1952. The over-all return on investments approxi- 
mated 2.9%, and in 1952 the return was 2.8%. A substantial 
portion of Association funds are invested in government 
securities. 

Miscellaneous receipts amounted to $69,235. 

Printing and publication costs of periodicals, books, and 
pamphlets, totaled $4,267,545, about 4% more than in 1952. 
The increase reflects higher wage rates, paper and material 
prices, and, to some extent, a larger circulation of the periodi- 
cals. The increase of 4% compares with an increase of 10% 
in the prior period. 

Wages paid to an average number of 912 employees in 1953 
amounted to $4,046,765 compared with wages of $3,706,597 
paid to an average number of 874 employees in 1952. 

Approximately 5,800 tons of paper, valued at $1,055,000, 
were used in all printing operations of the Association in 1953. 
In 1952 5,500 tons, valued at $975,000, were used. To mail all 
of the periodicals in 1953 cost the Association $230,359. 

Expenditures of Councils, Bureaus, and related activities 
aggregated $3,251,330, compared with $2,769,405 in 1952, an 
increase of $481,925. Unusual expenditures in 1953 grouped 
under this heading cover the production of the TV film on Medi- 
cal Costs; the State Journal Editors’ Conference, and the special 
session of the House of Delegates. Also augmenting the in- 
crease in expenditures over 1952 under this heading are higher 
operational costs of many Councils, Bureaus, and Committees, 
and the expansion in activities of others, particularly the De- 
partment of Public Relations and the Council on Medical Serv- 
ice, both of which received especially larger assignments, and 


also the further development of the Membership Records De-_ 


partment. Expenditures of each Council, Bureau, and related 
activity for the year 1953, together with a consolidated classi- 
fication of the expenses appear in the auditor’s report. 
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An amount of $45,507 was paid in retirement salaries in 
1953. This is in addition to Association contributions of about 
$90,000 to the Employees’ Annuity Plan, the latter equal to 
about 244% of annual salaries and wages. The comparison 
with 1952 is respectively $59,271 and $80,000. 

The annual meeting in New York and the clinical meeting in 
St. Louis cost $77,966 after credit for the sale of commercial 
exhibit space. In the prior year the net cost of the two meetings 
amounted to $85,376. 

Cash discounts increased from $49,522 in 1952 to $54,647 
in 1953. This is a net amount and represents the difference be- 
tween our allowances to advertisers and vendor allowances to 
the Association. A larger advertising volume in 1953 is account- 
able for the increase. . 

Depreciation unallocated amounting to $25,591 compares with 
$24,763 in 1952. It represents depreciation on headquarters 
office equipment. Depreciation on the building and on the 
machinery is a direct charge to operations, and is not included 
in this amount. 

Legal expenditures totaled $51,788 compared with $67,790 
in 1952. 

An amount of $500,000 was appropriated out of 1953 income 
as a contribution to the American Medical Education Founda- 
tion. The inclusion of this appropriation brings Association con- 
tributions to a total of $2,000,000. 

Gross income increased to $8,522,469 from $8,213,341 in 
1952. Operating costs and other deductions also rose, and in 
1953 totaled $8,274,376, compared with $7,912,861 in 1952. 
The income in excess of expenses in the year 1953 was $248,094 
and in 1952, $300,479. 

The Association exercised its option to purchase for $125,000 
the vacant land adjoining its headquarters to the east. The par- 
cel acquired measures 100 by 77 feet and extends Association 
ownership to one-half square block bounded by three principal 
thoroughfares of the city. It can be considered an investment 
or an acquisition for future expansion. 

Only minor expenditures aggregating $22,000 were made dur- 
ing 1953 for new equipment. Approximately $25,000 additional 
was expended to enhance the facilities in the headquarters 
building. 

Association properties and equipment, after allowance for de- 
preciation and the exclusion of land, had a net book value at 
the end of 1953 of $1,747,988 compared with $1,788,549 at 
the end of 1952. The net book value is equal to about 52% 
of the cost. 

Marketable securities on Dec. 31, 1953, valued at cost 
amounted to $5,800,195, exclusive of $1,493,529 in securities 
held in the American Medical Association Research Fund. The 
total of $7,293,724 compares with $7,081,036 in securities on 
Dec. 31, 1952. 

The Reserve Funds are the same as a year ago excepting the 
Reserve for Depreciation which has been increased from 
$1,540,000 to $1,625,000. This is consistent with the established 
policy based on experience of depreciating fixed asset costs over 
their useful life. Other Reserve Funds as of Dec. 31, 1953, 
follow: 


Association Reserve Fund................... $ 350,000 
Equipment Modernization Reserve Fund...... 700,000 
American Medical Association Research Fund.. 1,494,100 
American Medical Education Foundation Re- 


Ee Ser eg ne cere Sa 500,000 
Retirement Reserve Fund................... 150,000 
ee 1,000,000 


Respectfully submitted, 


Dwicut H. Murray, Chairman. 
GUNNAR GUNDERSEN, Vice Chairman. 
Epwin S. HAMILTON, Secretary. 
Davip B. ALLMAN. 

F. J. L. BLASINGAME. 

LEONARD W. LARSON. 

THomas P. MurRDOcK. 

JULIAN P. PRICE. 

James S. McVay. 

EpwarpD J. McCormick. 
WALTER B. MARTIN. 
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REPORT OF THE TREASURER OF THE 
AMERICAN MEDICAL ASSOCIATION 
FOR THE YEAR ENDED Dec. 31, 1953 


INVESTMENT ACCOUNT 
Investments at beginning of year 





OE Re ee er Cera t oe ee $5,587 506.89 
NE i oikatiie-06scicccnconscn $2,200,822.52 
Common stocks purchased............ 185,684.21 2,386,506.73 
$7 974,013.62 
ss: 
Bonds called, matured, or sold..... $2,101,791.27 
Common stocks Sold............e00s 





72,027.44 2,173,818.71 


Investments at end of year (at cost) 
Cash in bank at beginning of year...$ 75,774.05 
Interest and dividends received....... 182,066.21 


$5,800,194.91 


$ 257,840.26 


Transferred to general fund.......... 245,000.00 
Cash in bank at end of year.......... 12,840.26 
Cash in bank, and investments at 
end of year........ Pe eee ere $5,813,035.17 
DAVIS MEMORIAL FUND 
Cash in bank at beginning of year......... etasvcncoseeese $8,656.54 
TONE DOING ic 6. 0500009000800secssesesbcecessss peneneton 130.33 
Clk Bb CAE OE GE OE FONG ss caccssesccccescncsscesseseces $8,786.87 
RESEARCH FUND 
Investments at beginning of year 
OE GON io skbcscntssernsrisecckictesers $1,493,528.76 
Bonds purchases or matured: 
U. 8. Treasury Bonds, Series G 2%% 
Te) eer errr $50,000.00 
Exchanged for U. 8. Treasury Bonds 
814%, Due 6/15/78-88...cccccccccccccee 50,000.00 
Cash in bank at beginning of year..... 646.07 
Cash in bank and investments at end 
OE POOR c ccccccecassesecvcosesescovesces $1, 494,074.83 


Interest received on investments and 
transferred to general fund to apply 
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AUDITOR’S REPORT 
The Board of Trustees 
American Medical Association: 

We have examined the balance sheet of the American Medi- 
cal Association as of Dec. 31, 1953, and the related statement 
of income for the year then ended. Our examination was made 
in accordance with generally accepted auditing standards, and 
accordingly included such tests of the accounting records and 
such other auditing procedures as we considered necessary in 
the circumstances. 

In our opinion, the accompanying balance sheet and state- 
ment of income present fairly the financial position of the 
American Medical Association at Dec. 31, 1953, and the results 
of its operations for the year then ended, in conformity with 
generally accepted accounting principles applied on a basis con- 
sistent in all material respects with that of the preceding year. 

PEAT, MARWICK, MITCHELL & Co. 


Feb. 12, 1954 


STATEMENT OF INCOME 
For THE YEAR ENDED Dec. 31, 1953 
Income: 
Membership dues, of which $28,593 applies to prior 


years, and subscriptions to periodical publications $4,731,641 
PSE hcctdthicnnntebarenciandichbkbsieocansetvesss 8,508,585 
Re Ee: SOIIIINON(.. . io'nn ened encseegesueeoseue 213,008 
Miscellaneous receipts and other income.............. 69,236 
8,522,470 
Expenses: 
Printing and publication costs of periodicals, books, 
| ee eee eer oF 
Councils, bureaus, and related activities (Schedules 
iP ME MCGE 55514 sits dd don keke habbeeetneoneeeosnne 8,251,330 
Employees’ past service annuities and retirements... 45,507 
Annual and Interim meetings—net................0006 77,967 
ES ESO RS eines 54,648 
Depreciation and taxes—unallocated.................. 25,591 
BE 6in0cenedcatbadiskéatdasanssavesenisedssdsdsensoos 51,788 
7,774,376 
Appropriated for the American Medical Education 
Foundation .........- Cdvoveceeccecoescesceosooee ooce 500,000 _ 8,274,376 
Income in excess Of OXPeDSeS.......0..e0006 onecce $ 248,004 


Note 1—It is the practice of the Association to provide for the comple- 
tion costs of Cumulative Index volumes. Prior to 1953 no allowance was 
made for the recovery of any of such costs by subscription. As of Jan. 1, 





on research expenditures.............- $ $7,417.15 1958, the Association adopted the practice of allowing for the estimated 
——_ amount of costs recoverable through subscription and accordingly has 
credited the capital account with an amount of $91,290 applicable to prior 
years and 1953 expenses with an amount of $60,720 applicable to the cur- 
JosisH J. Moore, Treasurer. rent year. 
BALANCE SHEET—DEC. 31, 1953 
Assets — Liabilities 
seneanesees vane PPITTTITITITITTT ITT rritT b, 3,38 
yao receivable: . Accounts payable and accrued expenses: 

AGVETUEING .cccccccccesevececoosecs teeeeeees crccscccces $ 267,505 State Journal Advertising Bureau...........seseeeeeee $ 61,541 
Directory report service—19th edition............+++++ 5s " ee INN, NI icc cndcuséddndcseasecsesuceesses 156,288 
CE ccncadhebebanecamhietseestesebertsensenseceserenenys 186,052 487,940 po eS A I AC 45,866 
I cian ten cnadecescededeseuse baceuconsse nes 80,832 

Interest accrued on investments...........ccesecceceeeees 81,295 ea So lh a he da ect ethene ladle ry 
Inventories of materials, supplies, work in progress, PUGET WOTINE CHRD. occ ciesicscsccsccessenccaseene 58,317 
and publications—at C06b... 2... .ccccccccccccccccccccecs 427,810 ee 





Expenditures on publications in progress.....ssccecsesss 7,328 


Prepaid expenses, deposits, and advances; 


Deposits and advances...........+-.++. ecsenssrsesensens 57,265 
Insurance and other prepaid expenses.................. 38,653 95,918 


Marketable securities at cost (value based on market 
quotations, $5,706,553): 


United States Government securities.............se0s0. 3,218,688 
Railroad, municipal, public utility, and industrial 

DOWES ccccccccccccs Seecvecescese Sececcovecs eveceseecees 1,802,809 
COMMON BStOCKS ...cccccccccccvcccsccesccccces covcccce +» 778,698 5,800,195 


Representing investments of: 
American Medical Education Foundation 


PURE .occossccce PED ERehd beds enanenaeeewiak $ 500,000 
I EE occas adcnsueenessoodes cocee 1,475,195 
Depreciation reserve fund..........ses.eee0 1,625,000 
Association reserve fund...............ss00- 350,000 
Retirement reserve fund.................000 150,000 
SS SS ee 1,000,000 


Equipment modernization reserve fund.... 700,000 


American Medical Association Research Fund: 

United States Government securities at cost (value 

based on market quotations, $1,441,279)..........0++ 1,498,529 

OAS cccccccccccccccecccccccsccssevccoccccece eocccccccoce O46 1,494,075 
Property, plant, and equipment—at cost: 

Land, including land acquired for investment ($125,000) 453,774 

OO ern $0ceeensees cosccccccee 2,167,159 

Machinery and printing equipment........... | 707,619 

Office and laboratory equipment............. 496,274 


8,37) ,052 
Less allowance for depreciation.............. 1,628,064 1,747,988 2,201,762 








$10,732,720 


402,844 


Provision for payment to the American Medical Edu- 
SNE: SUITE - 5-00 esau sescdianceennescscneseveseeses 500,000 


Provision for completion costs of cumulative index 
volumes to be issued less amount recoverable by 


subscription, $152,210 (MOte 1)...ccccccccscescccccccese ° 98,970 
Deferred credits: 
Unexpired subscriptions to publications................ $ 493,644 
Income from 19th edition directory report service less 
accumulated costs applicable to directory........... 174,187 


Other, including 1954 dues of $28,530 received in 
GOVE oo ccvecncvcecceecesescoseesoccncosocecesccooese 42,309 710,140 





American Medical Association Research Fund reserve... 1,494,100 
Other reserves: 
RABOTRUOR cccccccccsecccseseccesss ecccsccccooses eseeess 850,000 
EE henenaxinncdensnnnseqcecincsennwnnseteneenssus 150,000 
EE titted 6054 dk bebe enswesdsGiausstnstukeseescewses 1,000,000 
Equipment modernization .....cccscccccccesceccscevces 700,000 2,200,000 
Capital account: 
Balance at Dec. 81, 1952....ccccccccsccceccccccecscccces 4,987,282 
Add: 


Portion of costs provided in prior years 
for cumulative index volumes, recover- 
able by subscription (mote 1)............ -$ 91,290 
Excess of income over expense for year 
ended Dec. 31, 1958....cesccseccssccesesees 248,094 839,384 5,326,666 





$10,732,720 
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COUNCILS, BUREAUS, AND RELATED ACTIVITIES 
EXPENSE FOR YEAR ENDED Dec. 31, 1953 


IR IE hos vcoddbsescdecvensusavnasturdboosss ere ee ee 
Association activities onedseud NeeeE, gouereenx poentewe Srveeaseerpense. . Se 
Association trustees ..... chance er anaiaee caneeskowenedeees A, Ca Rent 10,276 
Membership records ........ssseeceeses sbdoeveventeedend Ovecceccese . 242,074 
Membership conversion .......... pedis hededine pebietsss head okeueeel 81,714 
Biographical records ......- fooseeees cccvcvnses Seredeerssssencoeeeees 99,208 
Survey of Medical Education.............. caddie ecaees ceemiedehes ° 599 
Student American Medical Association..............0+5 inacgavaeels 25,992 
American Medical Education Foundation,............. sdeveens oo 71,856 
Department of Public Relations...... ee COT aT -» 885,461 
Weta Glee OF A. Th. Bocccccecccccccscccccccsseccvcsvccssece 185,743 
Se IE vv ccecccavccsacescecessqutosesesecceues weseee oe 73,795 
PEISTOMEOINETS THDOEROOEY on. c ccc ccdccccccscccccesescccccdeecccosess 19,591 
Council on Medical Education and Hospitals...... cduvemaleseseus 354,679 
Council on Medical Service............... eiaaicbt joetnntees money -s «=: 187,275 
Council on Pharmacy and Chemistry.............+. tcaeamene cocccts 148,304 
Council on Physical Medicine and Rehabilitation..,.......+.e++++ 79,047 
Council on Foods and Nutrition............sscsesceeeeees Sbabecddes 54,616 
Council on Industrial Health ........ccccscccccccccccscccsccveces due 57,454 
Council on National Emergency Medical Service........ jnceneeen ° 45,533 
Council] on Rural Health ....cccccccccccsccccsccsccccccccsvccscscs ée 52,529 
A. M. A. LiDrary....cccee ptiaeOmesoesaseae> RR oe eer ne ee ‘ 71,085 
Bureau of Exhibits ..........0ee0 epeaneneweus Seed deecensesoosees ooo , aa 
Bureau of Health Education ........... orb Pecebnasickdeeen neste oo TA 
Bureau Of Investigation ........ceccscccccccsvccccscvccscessvcsccces ° 28,496 
Burean of Lezal Medicine and Legislation...........+seeereeeeeeee 65,513 
Bureau of Medical Economic Research.........cecseceeeeeeseeeees - 184,555 
Committee on Cosmetics ........cseee0s pobécrencbeerene jomescodies ° 17,744 
Committee on Mental Health ......ccccccsccccccccccccccvccceseces » 80,993 
Committee on Research ........0+.-+ sdanresevedteuswcate sdheéone cece 51,072 
Committee on Legislation .........seeeees da tteroeenzers Seeese sesee 12,973 
Co.nmittee on Medicolegal Problems ..........cececevcseeceeeee ies 2,931 
$3,251,330 

}—————————_] 


Counciis, BuREAUS, AND RELATED ACTIVITIES BY EXPENSE CLASSIFICATION 


Salaries and wages.........+++. OPeTi Ti Ty. eeeceee Necedeandnbssesetan ue 
Office printing and supplies...........+.+ $4bssoeere Konepevesecsoende 149,344 
Postage, express,’ and freight........cceceeeeeeeee pobesecenaceonse ‘ 79,535 
Telephone and telegraph.........-seeeseeeeeeeeee eerceriecestertee 19,264 
Society contributions and memberships........++e-seeeeeeeeees «se 72,478 
Miscellaneous memberships, periodicals, and eontributions..... oe 29,618 
Statistical equipment rental...........-.ceeeeeeeeereeeerereeenseeee 26,414 
MiscellaneOus CXPeCNSE .......cceeercseccecscvecvcceccceecssersececes 30,567 
Membership records and reimbursement to State Societies for 

dues eqilections ....... edepoves operdeseseee cccvccvccccvces ccccccccs $842,074 
Membership conversion ......+++++ Secsedece oe PPPTTTTI TTT TT TTT Tt 31,714 
Biographical records ...... pode csvebosbeds evovcscevevess gesweesceses 99,208 
Staff and officers’ travel........ccccccccccccvcccccccccvevcecsscvecs 165,994 
Inspection of hospitals, medical schools, and technical achools.. 49,471 
General administrative expense including allocation of head- 

quarters maintenance, employee insurance, and taxes.......... 268,502 
Literature, radio, and television for health education............. 135,918 
Educational programs, literature, radio, television, and motion 

PICTUTES ...csceeececceeeececensecessceeeseoueseseseseeees eoceceees - 186,682 
Solicitation Hterature for American Medical Education 

WOMMARTIER  ovacccscccoccdcetcorcscececeseseeesveseescce eovceseee ee 20,486 
Exhibits and motion pictures for professional use.............. ee 40,196 
Trustee MeetiNgs ......ccsccccccccccccccccvcsvsceces pvebsososvevue oe 27,430 
Committee COMPETENCES ....cccccccccccccccccccecscccccccccccoccoces - 178,568 
Grants, tests, ANG SUPVEYS......e.ceeeeeeeeeresnese cevccccccoce eccces 22,183 


$3,251,330 


FEDERAL MEDICAL LEGISLATION 


Air Pollution Control 

Senator Capehart (R., Ind.) and Senator Kuchel (R., Calif.) 
have introduced an amendment to S. 2938, the 1954 housing bill, 
to authorize: (1) the Housing and Home Finance Administrator 
to make loans to any business enterprise to help provide equip- 
ment to reduce smoke or air pollution; (2) a quick tax write-off 
(five years) for such equipment; and (3) a 5 million dollar 
appropriation to the Department of Health, Education, and 
Welfare, for “technical research and studies concerned with 
(a) causes of air pollution and excessive smoke, (b) devices, 
structures, machinery, equipment, and methods (including 
methods of selecting and using fuels) for the prevention or 
elimination of excessive smoke and air pollution or the collection 
of atmospheric contaminants, and (c) guidance and assistance 
to local communities in smoke abatement and air pollution and 
control,” in cooperation with state or local governments or edu- 
cational institutions. This bill was referred to the Banking and 
Currency Committee. : 





The summary of federal leg’slat‘on was prepared by the Washington 
Office of the American Med.cal Association and the summary of state 
legislation by the Bureau of Legal Med.cine and Legislation. 
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National School Lunch Act 


Senator Smathers (D., Fla.) in S. 3300 would amend the 
National School Lunch Act to include the “student nurses 
therein, regardless of age, enrolled in public nurse training 
schools.” This bill was referred to the Committee on Agriculture 
and Forestry. 


Appropriation for Vocational Rehabilitation 


Senator Kefauver (D., Tenn.) in S. 3311 would delete the 
section of the law scheduled to take effect July 1, 1954, that 
would require the states to spend 75 cents on vocational re- 
habilitation on every federal dollar in matching funds. This bill 
was referred to the Committee on Labor and Public Welfare. 


Social Security Extension 


Congressman Bennett (R., Mich.) in H. R. 8780 would amend 
the Social Security Act and Internal Revenue Code to extend 
the coverage to additional personnel, including certain municipal 
and state employees in Michigan, under the Old Age and Sur- 
vivors Insurance program. It is more liberal than the adminis- 
tration’s H. R. 7199 and increases benefits, reduces the age 
when payable, increases the amount of earnings permitted with- 
out loss of benefits, and preserves insurance rights of disabled 
persons. This bill was referred to the Ways and Means Com- 
mittee. 


Unemployment Compensation 


Congressman Reed (R., N. Y.) by H. R. 8857 would redefine 
“employer” required to participate in the federal state un- 
employment compensation program, to mean any person paying 
wages for employment to one or more persons instead of eight 
as at present. This bill was referred to the Ways and Means 
Committee. 


STATE MEDICAL LEGISLATION 


Arizona 


Bills Enacted.—H. 18, has become Ch. 143 of the Laws of 1954, It fs 
a licensing law for registered optometrists. H. 86, has become Ch. 126 of 
the Laws of 1954. It creates a hospital lien law which establishes a lien 
in favor of hospitals for hospital charges for the care and treatment of 
injuries of persons admitted to the hospitals under certain circumstances. 
H. 270, has become Ch. 140 of the Laws of 1954. It repeals and reenacts 
the law relating to the state department of health and sets forth the duties 
and functions of the department and of the commissioner of public health. 


Michigan 


Bill Enacted.—S, 1129, has become Public Act No. 128 of the Acts of 
1954. It provides that in civil actions in which paternity is a relevant fact, 
the court, on request made by or on behalf of the alleged father whose 
blood is involved, shall order the mother’s, child’s and alleged father’s 
blood to be tested by experts qualified as examiners of blood types who 
shall be appointed by the court. If the mother refuses to submit to such 
test, the court may resolve the question of paternity against her. If the 
conclusion of all of the experts are that the alleged father is not the 
father of the child, the question of paternity shall be resolved accordingly, 
If the experts disagree in their findings, none of the findings shall be 
admissible in evidence. 


Mississippi 

Bill Introduced.—S. 1584, to amend the law relating to pharmacists, 
proposes that no new assistant pharmacists’ licenses shall be issued but 
that all persons who are now assistant pharmacists shall have the right 
to renew their licenses as and when they expire. 

Bills Enacted.—S, 1340, was approved April 22, 1954. It provides for 
the examining and licensing of practical nurses and places such examina- 
tion and licensing functions under the jurisdiction of the board of nurses’ 
examiners. S. 1342, was approved April 22, 1954. It authorizes the boards 
of trustees of state institutions of higher learning to prescribe standards 
for schools of nursing and to administer scholarship funds for nursing 
schools. S. 1429, was approved April 22, 1954. It provides that the 
provisions of state law authorizing grants in aid to hospitals and other 
health facilities shall be extended to include nonshare corporations or 
foundations whose charters prohibit the reversion of any property to any 
member. trustee officer, or other individual. This would include such 
facilities as nurses’ homes, health centers, clinics, and the like. 


South Carolina 

Bills Enacted.—H. 1751, has become Ratification No. 811 of the Acts 
of 1954. it provides that every doctor, midwife, or other person attending 
the delivery at birth of a child in the state shall instill, or have instilled, 
into the eyes of the baby, within one hour after birth, some effective 
prophylactic approved by the state department of health for prevention 
ef blindness from ophthalmia neonatorum. H. 1859, has become Ratifi 
cation No. 842 of the Acts of 1954, It provides for the furnishing of 
hot school lunches to pupils in the public schools. 
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CALIFORNIA 


Lecture on Duodenal Ulcer.—Dr. Stewart G. Woif Jr., professor 
of medicine, University of Oklahoma School of Medicine, 
Oklahoma City, will present “A Critical Analysis of the Treat- 
ment of Duodenal Ulcer” before the Alameda-Contra Costa 
Medical Association May 17, 8:15 p. m., at Hunter Hall, 1025- 
2nd Ave., Oakland (Telephone: TEmplebar 6-2622). 


Artery Bank.—The Los Angeles County Heart Association has 
announced plans to establish a bank where arteries will be 
preserved for periods up to one year and will be available for 
use in emergencies. Arteries will be provided to patients at no 
cost other than a delivery fee. According to Dr. William D. 
Evans, North Hollywood, chairman of the heart association’s 
artery bank committee, the bank will be established at Hospital 
of the Good Samaritan, 1212 Shatto St. The association will 
finance the project, and the hospital will provide free space for 
the bank. Operation of the bank, to be staffed on a 24-hour 
seven-day-a-week basis, will be supervised by Dr. Travis Winsor, 
director of the Nash cardiovascular department at Good Samari- 
tan Hospital. 


DISTRICT OF COLUMBIA 

Raskob Award to Georgetown University —Georgetown Uni- 
versity, Washington, D. C., has received a grant of $125,000 
(over a four year period) from the Raskob Foundation for 
Catholic Activities. The grant, which is to be matched with an 
additional $75,000 raised by the university, is to be used not 
for construction but as supplemental money to increase the effi- 
ciency of medical teaching. Part of the grant is to cover scholar- 
ships for students who plan to practice in rural areas. The 
advisory committee is composed of: Drs. Philip A. Caulfield, 
Raymond T. Holden, and Hugh H. Hussey, with Dr. William B. 
Walsh as executive secretary and Dr. Francis M. Forster, dean 
of the school of medicine, as chairman. 


GEORGIA 


State Medical Meeting in Macon.—The Medical Association of 
Georgia held its annual session in Macon, May 2-5, under the 
presidency of Dr. William P. Harbin, Rome. Symposiums were 
presented on poliomyelitis, management of the comatose patient, 
headache, and the doctor and his income life insurance. Panel 
discussions concerned pyuria in childhood, treatment of hyper- 
tension, and carcinoma of the female genital tract. “The Work 
of the Office of the Assistant Secretary of Defense (Health and 
Medical)” was discussed by Dr. Frank B. Berry, Washington, 
D. C. Dr. Arthur R. Colwell, Chicago, and Dr. Oscar Creech 
Jr., Houston, Texas, addressed the joint session on medicine and 
surgery, their topics being, respectively, “Selective Treatment 
of Diabetes Mellitus According to Severity” and “Surgical 
Management of Thrombotic Occlusion of the Abdominal Aorta 
and Aortic Aneurysms.” Dr. Nelson K. Ordway, New Orleans, 
led a discussion after a symposium on orthopedic conditions in 
childhood. Presentations by other out-of-state speakers included: 

Hypophosphatasia, Edward B. D. Neuhauser, Boston. 

Prevention of Renal Phosphatic Calculi, Victor F. Marshall, New York. 

Coma Due to Drug Overdosage, Alice McNeal, Birmingham, Ala. 

Disability Evaluation, William G. Thuss, Birmingham, Ala. 

Altered Respiratory Physiology in Patients with Chest Diseases and the 


Effects Upon the Conduct of Anesthesia, Col. Harvey C. Slocum, 
Washington, D. C. 


Qutlook in Patients with Myocardial Infarction, Edgar Hull, New 
Orleans. 


Modern Significance of Postmenopausal Bleeding, Franklin L. Payne, 
Philadeiphia. 


Carcinoma in Situ, Cyrus C. Erickson, Memphis, Tenn. 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


MEDICAL NEWS 


ILLINOIS 


Anesthesiologists’ Annual Meeting.—The Illinois Society of 
Anesthesiologists will open its annual meeting at the Sherman 
Hotel, Chicago, May 16 at 9 a. m., with a paper, entitled 
“Anesthetic Emergencies,” by Dr. Paul H. Lorhan, professor of 
anesthesiology, University of Kansas School of Medicine, Kansas 
City, Kan., after which “Chlorpromazine in the Management of 
Carcinoma Pain” and “Hypothermia” will be presented by Drs. 
Myron J. Levin, Hines, and William O. McQuiston, Peoria, 
respectively, with discussion opened by Dr. John W. Pender, 
Mayo Clinic, Rochester, Minn. Dr. Oswald S. Orth, professor 
of anesthesiology, University of Wisconsin Medical School, 
Madison, will have as his subject “The Present Status of New 
Anesthetic Drugs,” the discussion of which will be opened by 
Dr. Carl C. Pfeiffer, professor of pharmacology, University of 
Illinois, Chicago. Other presentations during the morning session 
will be “Sodium Pentothal in Caesarean Section” by Dr. Morris 
J. Finer, Brookfield; “A Modification of the Sise Technic for 
Spinal Anesthesia” by Dr. Joseph M. Dondanville, Alton; and 
“The Organization of an Anesthesia Group in a Medium Sized 
Metropolitan Area” by Dr. Bryce K. Ozanne, Moline (discussion 
opened by Dr. Harold L. Harris, Evanston). At 2 p. m. Dr. 
Pender will present “Cortisone and Related Drugs and Their 
Relationship to Anesthesiology.” Discussion will be opened by 
Dr. Edward F. Rosenberg, Chicago. 


State Medical Meeting in Chicago.—The annua! meeting of the 
Illinois State Medical Society will be held at the Hotel Sherman, 
Chicago, May 18-21, under the presidency of Dr. Willis I. 
Lewis, Herrin. Tuesday, 3:30 p. m., Dr. C. Allen Good, 
Rochester, Minn., will be guest moderator for the film reading 
session of the section on radiology. Tuesday evening Dr. Frank 
E. Wilson, Director, A. M. A. Washington Office, will be the 
after-dinner speaker for the public relations dinner. Wednesday 
at 8 a. m. Dr. Therese F. Benedek, staff member of the Institute 
of Psychoanalysis, Chicago, will be speaker at the women 
physicians’ breakfast. At 9 a. m. the section on pediatrics will 
present a symposium on chronic diarrhea, and at 9:30 a. m. 
there will be symposiums on headache and on the management 
of common skin diseases. At 10:30 a. m. a panel discussion has 
been scheduled on abdominal pain and at 11 a. m. a panel on 
hand eczemas. Kodachrome films of exemplary cases will be 
presented for discussion. The oration in surgery, “The Cancer- 
Ulcer Problem of the Stomach,” will be delivered at 1:50 p. m. 
by Dr. J. Dewey Bisgard, Omaha, after which Dr. Lewis will 
deliver the president’s address, “Not By Works Alone.” Dr. 
Leo P. A. Sweeney, Chicago, immediate past president of the 
society, will serve as toastmaster at the annual dinner Wednes- 
day, 7 p. m. “Our Life with Rex Morgan, M.D.” will be pre- 
sented by Dal Curtis, author, and Marvin Bradley and Frank 
Edgington, artists. (Dal Curtis is the pen name under which 
Dr. Nicholas P. Dallis, Toledo, writes and helps to develop the 
comic strip “Rex Morgan, M.D.”) Thursday, 10:30 a. m., 
“Cancer of the Lung: Difficulties in Diagnosis,” the first annual 
lectureship of the Illinois chapter, American College of Chest 
Physicians, will be presented by Dr. Alton Ochsner, New 
Orleans. The oration in medicine, “Hemorrhage from the Upper 
Gastrointestinal Tract,” by Dr. H. Marvin Pollard, Ann Arbor, 
Mich., is scheduled for presentation before the general assembly 
Thursday, 1:50 p. m. The annual medical alumni dinner of 
Loyola University, Thursday evening, will honor the class of 
1929. Friday morning will be devoted to the exhibition of 25 sci- 
entific motion pictures. Presentations will be made by the fol- 
lowing out-of-state physicians: James A. Walsh, Peoria; Thomas 
J. Dry, Rochester, Minn.; Henry E. Kretchmer, George H. A. 
Clowes Jr., and Fiorindo A. Simeone, Cleveland; Richard Pad- 
dock, St. Louis; Daniel C. Moore, Seattle; William J. Darby, 
Nashville, Tenn.; Clarence S. Livingood, Detroit; Charles P. 
Bailey, Philadelphia; Frederic N. Silverman, Cincinnati; Henry 
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W. Kumm, New York; Robert F. Korns, Ann Arbor, Mich. 
(on loan from N. Y. State Department of Health, Albany); 
Ovid O. Meyer, Madison, Wis.; and Ethan Allen Brown, Boston. 


Chicago 

Grant to Respiratory Center.—The National Foundation for 
Infantile Paralysis has made an additional payment of $36,000 
to the University of Hlinois for the newly established Regional 
Respiratory Center at the Research and Educational Hospitals, 
840 S. Wood St. The funds are being used for personnel salaries 
and for purchase of equipment for the first half of this year. The 
center, established Dec. 1, 1953, by a grant from the foundation, 
emphasizes a program of total care of the patient with respira- 
tory problems resulting from poliomyelitis. Present facilities 
include a 16-bed unit for the care of respiratory patients 
and a laboratory for conducting special studies on respiratory 
problems. 


University News.—The University of Illinois College of Medi- 
cime announces the promotion from clinical associate professor 
to clinical assistant professor of Drs. Duane D. Darling (depart- 
ment of medicine), Wesley A. Gustafson (department of neurol- 
ogy and neurological surgery), and Arthur E. Diggs and John 
H. Olwin (department of surgery), all of Evanston. Dr. 
Herbert K. Abrams has been appointed clinical assistant pro- 
fessor of public health at the University of Illinois College of 
Medicine. Dr. Abrams previously was chief of the Bureau of 
Adult Health, California State Health Department, and taught 
at the University of California School of Public Health. He is 
currently chairman, industrial hygiene section, American Public 
Health Association. 


MASSACHUSETTS 

School Physicians Meeting.—The Massachusetts School Physi- 
cians’ Association will hold its annual meeting at the Hotel 
Statler, Boston, May 19. Dr. Kenneth E. Macleod, director, 
Nashoba Associated Boards of Health, will present “The Union 
Regional Health Program” at 2:15 p. m., after which Dr. Wil- 
liam Berenberg, associate in pediatrics, Harvard Medical School, 
Boston, will discuss “Early Recognition and Management of 
Cerebral Palsy.” 


State Medical Meeting in Boston.—The annual meeting of the 
Massachusetts Medical Society will be held at the Hotel Statler, 
Boston, May 18-20, under the presidency of Dr. Frederic Hagler, 
Springfield. The sessions will open at 9 a. m., Tuesday, with the 
motion picture “Arterial Grafting,” followed by panel discussion 
on reparative and reconstructive surgery of arteries. At 11:05 
a. m. “Relation of the Anesthesiologist to the General Practi- 
tioner” will be discussed by Dr. Stevens J. Martin, Hartford, 
Conn., president, American Society of Anesthesiologists, after 
which Dr. A. B. C. Knudson, Veterans Administration Central 
Office, Washington, D. C., will talk on physical medicine and 
rehabilitation im general practice. The annual oration, “The 
Appreciation of Medical Politicians,” will be delivered by Dr. 
Basil E. Barton, physician, Faulkner Hospital, Boston, Tuesday, 
2:30 p. m. After the surgical motion picture “Congenital Hyper- 
trophic Pyloric Stenosis,” Wednesday, 9 a. m., the morning will 
be devoted to a panel discussion on the management of the sick 
child. At 11:05 a. m., Dr. James M. Faulkner, dean, Boston 
University School of Medicine, will deliver the Shattuck lecture, 
“Medical Education and the Physician.” At the annual dinner, 
Dr. Edward J. McCormick, Toledo, Ohio, President, American 
Medical Association, and Dr. Charles S. Houston, Exeter, N. H., 
will be the guest speakers. Through the courtesy of Wyeth 
Laboratories, Philadelphia, televised grand rounds originating 
from the Massachusetts General Hospital will be shown Thurs- 
day morning (surgical, 9 a. m.; medical, 10 a. m.; and clinical- 
pathological conference, I} a. m.). Dr. William W. Sargent, 
professor of psychiatry, University of London, will be among 
the participants in a panel discussion of epilepsy Thursday, 3:30- 
5 p. m. The section of medicine will present a panel discussion 
of coronary artery disease Tuesday, 12 noon. At the same time 
on Thursday, the section of ophthalmology and otolaryngology 
will show motion pictures: “Simplified Dacryocystorhinostomy” 
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by Dr. Charles E. Iliff, Baltimore, and “Dacryocystorhinostomy” 
by Dr. Harold Gifford, Or.aha. Presentations by out-of-state 
speakers include: 
Pulmonary Edema, Averill A. Liebow, New Haven, Conn. 
Industry’s Contribution to the Future of Medicine, Robert Collier Page, 
New York. 
Teaching Medical Missions of the World Health Organization, Sam Z. 
Levine, New York. 
Mental Health and the Family, John P. Spiegel, Chicago. 
Pulmonary Tuberculosis in Northern Newfoundland and Labrador, 
Gordon W. Thomas, St. Anthony, Newfoundland. 
Pruritic Skin Disorders: Newer Aspects of Mechanism and Treatment, 
Herbert Mescon, Boston. 
Pancreatitis, Robert M. Zollinger, Columbus. 
Physiologic Approach to Disorders of the Skin, Walter C. Lobitz Jr., 
Hanover, N. H. 


NEW JERSEY 


Meeting of Chest Physicians.—The annual luncheon meeting of 
the New Jersey chapter of the American College of Chest Physi- 
cians will be held May 19, 12:30 p. m., at Chalfonte-Haddon 
Hall, Atlantic City. The main speaker will be Dr. Burgess L. 
Gordon, president of the Women’s Medical College of Penn- 
sylvania, Philadelphia, whose subject will be “The Expanding 
Field in the Study and Treatment of Chronic Pulmonary Dis- 
eases.” 


State Medical Meeting in Atlantic City.—The annual meeting 
of the Medical Society of New Jersey wil! be held at Haddon 
Hall, Atlantic City, May 16-19 under the presidency of Dr. 
Henry B. Decker, Camden. Presentations by out-of-state speak- 
ers include: 

Barbiturate Poisoning, James E. Eekenhoff, Philadelphia. 

Management of Patients with Fluid and Electrolyte Disturbances, 
Donald A. Nickerson, Boston. 

Proctology in Office Practice, Rudolph V. Gorsch, New York. 

Use of Radioisotopes in Medicine with Special Reference to Diagnosis 
and Treatment of Various Forms of Thyroid Disease, Joseph E. 
Rall, New York. 

Conquering Rheumatism, Richard T. Smith, Philadelphia. 

Uses and Abuses of Sulfonamides and Antibiotics, Perrin H. Long, 
Brooklyn. 

Current Concepts of Etiology amd Treatment of Coronary Athero- 
sclerosis, Jeremiah Stamler, Chicago. 

Meaning of Diagnostic Tests Employed in Evaluation of Thyroid Func- 
tion, William H. Perloff, Philadephia. 

Surgical Considerations of the Pancreas, Harold Zintel, Philadelphia; 
discussor, Perry J. Culver, Boston. 

Psychosomatic Aspects of Allergy, Harold Abramson, New York. 

Management of Infantile Eczemas, Robert Chobot, New York. 

Advances in Therapy of Common Dermatologic Conditions, Samuel M. 


Peck, New York. 
Prophylaxis of Bowel Cancer, Maus W. Stearns Jr., New York. 
Diseases of the Small Intestine, David Adlersberg, New York. 
Early Diagnosis of Neurologic Conditions in Early Life, Eugene B. 


Spitz, Philadelphia. 
Monday, 10 a. m., a symposium on headache will be presented 
before the section on eye, ear, nose, and throat by Drs. William 
J. Grace, New York, Joseph G. Gilbert, Brooklyn, Michael 
Scott, Philadelphia, and Frank B. Walsh, Baltimore. Monday, 
10:30 a. m., Dr. George M. Knowles, Hackensack, will serve 
as moderator for the panel “Arteriosclerosis as a Disease of 
Metabolism.” Dr. S. Bernard Kaplan, Newark, will be modera- 
tor Wednesday, 11 a. m., for the symposium “Consideration 
of Functional Disorders of the Stomach.” Wednesday afternoon 
there will be a general session on pediatrics, obstetrics, and 
gynecology, at which the following presentations will be made: 


Early Problems of the Newborn Infant, Harry H. Gordon, Baltimore. 

Coagulation Defects Associated with Late Pregnancy Accidents, Duncan 
E. Reid, Boston. 

Association of Pregnancy with Cancer of the Breast and Cancer of the 
Cervix, William F. Finn, New York. 

Are There Medical Indications for Therapeutic Abortions? Joseph P. 
Donnelly, Jersey City. 


NEW YORK 

Conference on Medical Proof.—A conference on medical proof 
will be conducted by the State University of New York College 
of Medicine at Syracuse, the Syracuse University College of 
Law, and the Practicing Law Institute at the medical school 
auditorium, Syracuse, May 15. A trial demonstration will be 
featured emphasizing the trial techniques of medical proof in 
head and back injury cases for physicians, lawyers, and insurance 
men. 
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Meeting on Cobalt and Isotope Therapy.—Queens Hospital 
Center will present the following discussions on cobalt and 
isotope therapy by members of the staff of Francis Delafield 
Hospital, New York, May 27, 11 a. m., in the classroom of 
Triboro Hospital, Parsons Boulevard and 82 Drive, Jamaica 32: 
“Recent Advances in Isotope Therapy,” “Cobalt Therapy,” and 
“Clinical Experience with Supervoltage and Cobalt Therapy.” 


Society News.—Dr. Alfred J. Vignec, medical director of the 
New York Foundiing Hospital, and Dr. Alan F. Guttmacher, 
clinical professor of obstetrics and gynecology, Columbia Uni- 
versity College of Physicians and Surgeons, New York, will 
discuss “Problems of Premature Births” before the Geneva 
Academy of Medicine, May 17, 8:30 p. m., at the Belhurst, 
Geneva. The meeting has been arranged for the Geneva 
Academy of Medicine by the Council Committee on Public 
Health and Education of the Medical Society of the State of 
New York. 


Dr. Nemir Named Pediatrics Professor.—Dr. Rosa Lee Nemir 
(Mrs. Elias J. Audi of Brooklyn) has been promoted to professor 
of pediatrics at the Post-Graduate Medical School of the New 
York University-Bellevue Medical Center. Dr. Nemir has held 
teaching appointments also at the University of Texas, Austin, 
and the New York University College of Medicine. She is on the 
staffs of the medical center’s University Hospital and New York 
City’s Bellevue Hospital; medical director of the Judson Health 
Center; a member of the medical board of Irvington House for 
cardiac children and of the medical board of Gouverneur Hos- 
pital, at which she is director of the pediatric research labora- 
tory. 


University News.—The Alumni Association of the State Uni- 
versity of New York College of Medicine at New York City 
(originally the Long Island College Hospital) has undertaken to 
publish a “History of the Long Island College Hospital, Long 
Island College of Medicine and Its Graduates, 1900-1950,” as 
a companion volume to the 1899 publication, which carries the 
history of the medical school from its inception, together with 
that of Hoagland Laboratory and Polhemus Memorial Clinic. 
Questionnaires have been sent to the graduates of classes 1900- 
1950 with known addresses. Graduates who have not received 
a questionnaire form are requested to communicate with Dr. 
Abraham Jablons, 22 W. 96th St., New York 25, so that their 
data may be included in the projected history. 


Chest X-Ray Survey of State Employees.—Of the 23,180 state 
employees who took part in the third state employees chest 
x-ray survey during the past year, 408 were found to have ab- 
normal chest conditions according to Dr. Herman E. Hilleboe, 
state health commissioner, Albany. The latest survey, started in 
Albany in December, 1952, was carried on during 1953 in 
New York City, Syracuse, Rochester, Utica, Buffalo, Bingham- 
ton, and Elmira. In other areas state employees were x-rayed 
during the community surveys. Another survey will be held in 
1956. The current survey disclosed 23 cases of probably active 
tuberculosis, 21 cases of suspected tuberculosis, 153 cases of 
probably inactive tuberculosis, 35 suspected lung tumors, 83 
cardiovascular conditions, and 93 other chest abnormalities. 


New York City 

Tumor Clinic—Dr. Henry T. Randall, clinical director and 
chief, department of surgery, Memorial Center for Cancer and 
Allied Diseases, will present “The Role of Surgery in Cancer” 
at the Tumor Clinic Conference, Harlem Hospital, May 19, 
10:45 a. m. 


Harvey Lecture.—Dr. James D. Hardy, professor of physiology, 
University of Pennsylvania School of Medicine, Philadelphia, 
will deliver “Control of Heat Loss and Heat Production in 
Physiologic Temperature Regulation,” one in the series of 
Harvey lectures, at the New York Academy of Medicine, 
May 20. 


State University Appointments——Dr. Frank L. Babbott, for- 
merly president of the State University of New York College 
of Medicine at New York City, Brooklyn, when it was knowa 
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as the Long Island College of Medicine, and Dr. Jean R. 
Oliver, first distinguished service professor of the State Uni- 
versity of New York and professor of pathology at the uni- 
versity’s College of Medicine at New York City, were guests 
of honor at a reception in Brooklya, Oct. 23, 1953. Dr. Oliver 
had just been appointed distinguished service professor. The 
reception also served to welcome to the faculty 35 members 
who had joined the staff since April, including Dr. Richard 
L. Day, chairman of the department of pediatrics, Dr. Patrick 
James Fitzgerald, chairman of the department of pathology, 
and visiting professors from Dublin, Ireland, Brussels, Belgium, 
and Birmingham, England. Dr. Solomon A Kaplan, associate 
in pediatrics, University of Cincinnati College of Medicine, has 
been appointed assistant professor of pediatrics and Dr. Her- 
man D. Ruskin has been named assistant professor of medicine. 
Both received their medical degree at Witwatersrand University, 
Johannesburg, South Africa. Dr. Ruskin has been affiliated 
with hospitals in Manchester and London, England, with the 
Postgraduate Medical School, London, and the Johannesburg 
General Hospital, and since 1949 has served as medical special- 
ist in charge of the department of medicine at Krugersdorp 
Hospital, Transvaal. Dr. Kaplan has been affiliated with the 
Johannesburg General Hospital. He served at the Children’s 
Hospital of Cincinnati and the Cincinnati General Hospital and 
was concurrently a Mead Johnson fellow of the Society for 
Pediatric Research and an Eli Lilly research fellow at Chil- 
dren’s Hospital Research Foundation in Cincinnati in 1951. 


NORTH CAROLINA 

Dr. Harrell Named Dean of Florida College —Dr. George T. 
Harrell Jr., formerly professor of medicine, Bowman Gray 
College of Medicine of Wake Forest College, Winston-Salem, 
has been named dean of the college of medicine for the newly 
created University of Florida Health Center, Gainesville. Dr. 
Harrell, who was previously affiliated with Duke University 
School of Medicine, Durham, has served on the editorial 
boards of the Journal of Clinical Investigation, Medicine, and 
the North Carolina Medical Journal. 


NORTH DAKOTA 

Medical Clerkship Program.—Dr. Theodore H. Harwood, dean, 
University of North Dakota School of Medicine, Grand Forks, 
announces that because of the success of the recently inaugu- 
rated medical clerkship program for the sophomore class, the 
project will be repeated this year and that other cities will be 
added. Present participants in this program, which provides 
actual clinical experience for medical students, are hospitals, 
clinics, and physicians in Grand Forks, Devils Lake, Dickinson, 
Fargo, Jamestown, Minot, Rugby, Williston, and Ellendale. 


OHIO 


Dr. Kotte Receives Award.—Dr. Robert H. Kotte, Cincinnati, 
has received the Public Health Federation’s award, given an- 
nually for distinguished service to public health in Greater 
Cincinnati. The award, consisting of a scroll and an engraved 
gold key, was presented with the comment: “This has been the 
contribution of a busy practitioner who unselfishly gave of his 
time in order that children’s lives might be saved. For him ro 
task has been too exacting, and no responsibility too great.” A 
brochure, entitled “What Should I Do,” prepared by the Pedi- 
atric Society, the Greater Cincinnati Safety Council, and the 
Children’s Hospital, under the leadership of Dr. Kotte, has 
received an “Outstanding Achievement Award” from the 
National Safety Council. 


OKLAHOMA 

Tulsa Society Aids Newcomers.—The Tulsa County Medicai 
Society has prepared a “welcome to newcomers” pamphlet, a 
four-page folder, a copy of which is given to each newcomer 
to the city. The first page contains a simple welcome message 
that includes the following: “We hope that we can, with the 
information contained in this folder, help to dispel some of 
the confusion which you may encounter as a new resident of 
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Tulsa—particularly in regard to medical and hospital care. 
Under “Medical Services” the pamphlet gives the number of 
physicians, with an approximate number of general practition- 
ers and specialists; laboratories; the number of hospitals, gen- 
eral and otherwise, listing their facilities, etc. Advice on how 
to select a physician is offered; early selection is advised, with 
the help of the society, if desired. The pamphlet concludes 
with a few words on the advisability of discussing fees in 
advance with the physician, the procedure if it is felt the fee 
is out of line, and a statement as to the make-up of the society. 


Industrial Medicine Symposium.—The University of Oklahoma 
School of Medicine will hold its first postgraduate industrial 
medicine symposium, May 20-21, at the school of medicine 
auditorium in Oklahoma City. The symposium is sponsored 
jointly by the school of medicine through its office of post- 
graduate instruction, the Liberty Mutual Insurance Company, 
and the Oklahoma Academy of General Practice. Subjects 
to be covered include: Recent Advances in Traumatic Surgery, 
Industrial Challenge to the Medical Profession, Aspects of 
Occupational Diseases of Interest to the General Practitioner, 
Fundamentals of Industrial Medical Practice, Mental Health in 
Industry, Role of the Physician in Labor Relations, Industrial 
Problems of the Painful Back, Workmen’s Compensation in 
Oklahoma, Current Psychosomatic Understandings, Rehabilita- 
tion of the Industrially Injured, Injury Case Handling, Current 
Industrial Hygiene Methods, Industrial Safety, and Disability 
Evaluation. Among the speakers are: Drs, Earl D. McBride, 
Stewart G. Wolf Jr., and Jean S. Felton, Oklahoma City; Dr. 
Kieffer D. Davis, Bartlesville; and Mr. W. H. Seymour, vice- 
president of the Liberty Mutual Insurance Company, Boston. 
The registration fee will be $10. Those interested should register 
in advance with the Office of Postgraduate Instruction, Univer- 
sity of Oklahoma School of Medicine, 800 N. E. 13th St., Okla- 
homa City 4. 


PENNSYLVANIA 

Manual of Diets.—The Medical Society of the State of Pennsyl- 
vania announces that, after a two year study on what to feed the 
patient in health and disease, the manual “Standard Therapeutic 
Diets” has been prepared and distributed to 350 hospitals in the 
Commonwealth by the society's commission on nutrition. Mem- 
bers of the commission who participated in the preparation of 
the manual are: Drs. Michael G. Wohl, Philadelphia, chairman; 
Paul L. Shallenberger, Sayre; Thomas E. Machella, and Charles 
W. Wirts Jr., Philadelphia; James M. Strang, Pittsburgh; Gor- 
don A. Kagen, Reading; Paul C. Shoemaker, Allentown; and 
Harvey H. Seiple, Lancaster. 


Philadelphia 

Personal.—Dr. William P. Boger, medical director of Sharp 
& Dohme, was the guest of the Swedish Medical Society in 
Stockholm, Feb. 23. He gave “Oral Penicillin Therapy: An 
Evaluation” as the first in a series of talks in Sweden, Denmark, 
Norway, and Finland. Dr. Boger is a staff physician at the 
University of Pennsylvania Hospital and a consultant in 
medicine at the Norristown State Hospital and at Montgomery 
Hospital, Norristown. His European tour was completed by 
attendance at the Ehrlich-Von Behring celebration and sym- 
posium on chemotherapy at Frankfurt-on-the-Main, Germany, 
followed by a 10-day visit to medical institutions in England. 


Poliomyelitis Grant.—The National Foundation for Infantile 
Paralysis has awarded $7,665 to the University of Pennsylvania 
School of Medicine, Philadelphia, in the name of Dr. Louis B. 
Flexner, chairman, department of anatomy. The funds will be 
expended in studies of the reaction of nerve cells to strains of 
poliomyelitis virus. Dr. Flexner and associates currently are 
engaged in studies of methods of maintaining human nerve cells 
in tissue culture for long periods of time. Dr. Flexner served 
in the hospital and medical school of Johns Hopkins University, 
at the Carnegie Institute, and during the war years as technical 
aide for the committee on aviation medicine, National Re- 
search Council, Office of Scientific Research and Development. 
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RHODE ISLAND 

Magnificat Medal to Dr. Vidal.—Dr. Jeanette E. Vidal, West 
Warwick, recently received the seventh Magnificat medal, 
awarded annually by Mundelein College, Chicago, to a Catholic 
college graduate for outstanding service to Christian and social 
living. The presentation, the first to a physician, was made by 
His Eminence, Samuel Cardinal Stritch. Dr. Vidal is a past 
president of Kent County Medical Society, a board member of 
the Rhode Island Cancer Society, and member of the Mid- 
Century White House Conference on Children and Youth. She 
is on the staff of Kent County Memorial Hospital, Warwick, 
is assistant physician at the Rhode Island Hospital, Providence, 
on the courtesy staff of St. Joseph’s Hospital, Providence, and a 
member of the rheumatic fever clinics of the state department 
of health. 


TENNESSEE 


Course in Obstetrics and Gynecology.—The University of 
Tennessee College of Medicine, Memphis, will offer a post- 
graduate program in obstetrics and gynecology for Midsouth 
physicians, May 19-21, in cooperation with the maternity di- 
vision of the John Gaston Hospital. All sessions will be held at 
the hospital. The program will include lectures, demonstrations, 
and ward rounds. Participation in the program will be limited 
to 20 physicians. Information may be obtained from the post- 
graduate department of the University of Tennessee College of 
Medicine. 


Hospitals Built with Hill-Burton Aid.—In 1945 because of belief 
that federal funds might soon become available for hospital 
construction, the Tennessee state department of health was 
designated by executive order to make or have made a detailed 
survey to ascertain the need for additional hospitals and to 
develop a program for the construction of public and voluntary 
nonprofit hospitals. By September, 1947, a state hospital plan 
had been developed. The state legislature in March, 1947, 
authorized the issuance of state funds to be used over a five 
year period on a matching basis for carrying out the state 
hospital program. Since then, of the volume of hospital con- 
struction, some has been aided by federal funds and state funds, 
some has been done entirely through voluntary contributions, 
and some has been financed through local tax money. The initial 
survey revealed that Tennessee had only 145 existing hospitals 
in 1946 with 15,084 beds, whereas there are 214 hospitals at the 
present time with 21,686 beds. The largest increases in bed 
count have been in the general hospital field, but the tuberculosis, 
chronic, and mental bed count also have increased as shown in 
the tabulation. 





Hospitals Beds 
1946 1954 1946 1954 
General & allied special 119 184 6,986 10,255 
Nervous & mental 9 14 6,748 8,328 
Tuberculosis 7 10 1,091 1,930 
Chronic 10 8 259 1,173 
Total 145 216 15,084 21,686 


As a direct result of the Hill-Burton program, 35 hospital 
projects, some of which are shown on the opposite page, have 
been completed and are now in operation, and 12 more have 
been approved and are under construction or architectural plans 
that will provide a total of 4,255 new beds at a cost of 
$48,441,702.16 have been prepared. In addition to the 47 
hospital projects that have resulted from the Hill-Burton pro- 
gram, 26 county health center projects have been approved, 
two regional laboratories have been constructed, one in East 
Tennessee and one in West Tennessee, and a central laboratory 
and a third regional laboratory are now under construction, 
which with the health centers will total over $2,400,000 when 
completed. Much still remains to be accomplished. At present 
the estimated need, according to the State Hospital Plan, is 
20,038 additional beds. Requests for aid that exceed available 
funds are still being received; however, aid from the Hill-Burton 
program has gone far in helping meet local demands for hospital 
facilities. 
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TENNESSEE HOSPITALS AIDED 
BY HILL-BURTON PROGRAM 


Reading from top and left to right 
are Bradley County Memorial Hos- 
pital, Cleveland: Le Bonheur Chil- 
dren’s Hospital, Memphis; Memorial 
Hospital, Clarksville; Blount County 
Health Center, Maryville; Middle Ten- 
nessee Tuberculosis Hospital, Nash- 
ville; Henry County General Hospital, 
Paris; Hamblen County Health Center, 
Morristown; Bristol Memorial Hos- 
pital, Bristol; and Memorial Hospital, 
Johnson City. 
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VERMONT 


Health Fair at Randolph.—A program of lectures, movies, and 
information on health will be presented May 15-16 at Randolph 
under the sponsorship of the Orange County and the Windsor 
County home demonstration clubs, the Gifford Memorial Hos- 
pital, White River Valley Clinic, Randolph Junior Chamber of 
Commerce, and Randolph High School. Saturday, 8 p. m., at 
Chandler Music Hall, Dr. George A. Wolf Jr., dean, University 
of Vermont College of Medicine, Burlington, will serve as 
moderator for the following program: 

Robert F. Bradley, Boston, Diabetes. 

Oliver L. Stringfield, Stamford, Conn., Diseases of Children. 

Ernest M. Daland, Boston, Cancer. 
Sunday, 8 p. m., in the same hall, Dr. Woodhull S. Hall, presi- 
dent, Vermont State Medical Society, Bennington, will be 
moderator for this program: 

Arnold L. Johnson, Montreal, Canada, Heart Disease. 

Arthur W. Trott, Boston, Infantile Paralysis. 

Hans Waine, Boston, Arthritis. 
Sunday afternoon at the Randolph High School “Careers in 
Health” will be the theme of a group of lectures for high school 
students (parents and teachers welcome). Dr. Hall will speak on 
medicine; Dr. Thomas P. Anderson, Mary Hitchcock Memorial 
Hospital, Hanover, N. H., on physical and occupational therapy; 
Dr. Roy V. Buttles, University of Vermont College of Medicine, 
on laboratory technology; M. Roy London, Colby Junior Col- 
lege, New London, N. H., on the medical secretary and medical 
record librarian; and Dr. W. Herbert Johnston, University of 
Vermont College of Medicine, on x-ray technology. 


WEST VIRGINIA 

Camp for Handicapped Children.—The Council of the West 
Virginia State Medical Association, on Jan. 17, ratified its pre- 
vious action in approving by a mail poll the project for a camp 
for medically handicapped children. The camp, now under con- 
struction, is being sponsored by the West Virginia Diabetes 
Association, the West Virginia Heart Association, and the West 
Virginia Society for Crippled Children and Adults. It has been 
accepted as a project by the Woman’s Auxiliary to the West 
Virginia State Medical Association, which will sponsor a cam- 
paign designed to raise about $20,000, the amount necessary to 
construct the buildings and purchase equipment. The camp site 
was donated by the Carbide and Carbon Chemicals Company, 
which is underwriting the work being done there at present and 
will join other industrial organizations in the Kanawha Valley 
to help supply labor and equipment. 


GENERAL 

Association on Mental Deficiency—The annual meeting of the 
American Association on Mental Deficiency will be held at the 
Hotel Marlborough-Blenheim, Atlantic City, N. J., May 18-22 
under the presidency of Dr. Arthur T. Hopwood, Cambridge, 
Ohio. Wednesday, 10:45 a. m., the discussion will be “Nomen- 
clature in Mental Retardation.” The psychology section will 
present a symposium on psychotherapy with mental defectives 
Wednesday afternoon. The following panel discussions have 
been scheduled: “The Role of Private Education for the Mentally 
Retarded” Wednesday, 2 p. m.; “Desirable Policies and Proce- 
dures in Admitting Children, Particularly Infants, Under Three 
Years of Age to State Schools” Thursday, 9:30 a. m.; “The 
Organization and Administration of Community Training Pro- 
grams for Severely Mentally Retarded Children—An Appraisal 
of Current Practices and Trends” Thursday, 9:30 a. m.; “The 
Defective Delinquent” Saturday, 9:30 a. m.; “What Does the 
Parent Expect of the Professional Worker in the Field of Mental 
Deficiency?” and “What Can the Professional Worker in the 
Field of Mental Deficiency Offer the Parent?” Saturday, 2 p. m. 
The president’s dinner will be held Friday, 7 p. m. On Saturday 
Dr. Benjamin M. Spock, University of Pittsburgh School of 
Medicine, will address the luncheon meeting at 12:30 p. m. 


American Gynecological Society—The annual session of the 
American Gynecological Society will be held at the Homestead, 
Hot Springs, Va., May 20-22. Dr. Richard W. TeLinde, Balti- 
more, will deliver the presidential address, “Howard Atwood 
Kelly,” Friday at 12 noon. The guest speaker, Dr. John E. 
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Howard, associate professor of medicine, Johns Hopkins 
University School of Medicine, Baltimore, will present “Hyper- 
tension Due to Vascular Lesions of One Kidney—Its Significance 
to the Problem of Hypertension in General” Thursday morning. 
Dr. TeLinde will serve as chairman Thursday, 8 p. m., for the 
following forum on the ureter: 
Evolution of Ureteral Transplantation in the Vincent Memorial Hospital, 
Joe V. Meigs, Boston. 
Indications for and Results of Uretero-Intestinal Anastomoses in Gyne- 
cology, Houston S. Everett, Baltimore. 
“Pouch” Bladder, Herbert E. Schmitz, Chicago. 
Urologic and Physiologic Aspects of Ureteral Transplantation, William 
W. Scott, Baltimore. 
“Feminizing Mesenchymomas of the Ovary: From the Ovarian 
Tumor Registry of the American Gynecological Society” will 
be presented by special invitation of the council by Drs. George 
W. Anderson and Trent Busby, Baltimore, Saturday morning. 
Other speakers by invitation include Dr. Edward C. Hughes, 
Syracuse, N. Y., Drs. John C. Ullery and Winslow T. Tompkins, 
Philadelphia, Dr. David N. Danforth, Evanston, Ill., Dr. Emil 
G. Holmstrom, Salt Lake City, Dr. Howard W. Jones Jr., 
Baltimore, Dr. Somers H. Sturgis, Boston, and Dr. Louis M. 


Hellman, Brooklyn. 


Geriatric Conference in St. Louis.—The third Regional Confer- 
ence on Methods of Establishing and Maintaining Standards in 
Institutions for Older People wiil be held at the Hotel Jefferson, 
St. Louis, May 20-22, under the sponsorship of the National 
Committee on the Aging of the National Social Welfare Assem- 
bly (grant by the Frederick and Amelia Schimper Foundation). 
The purpose of the conferences is to bring together administra- 
tors of nursing homes, homes for the aged and public homes, 
and licensing authorities to discuss effective methods of estab- 
lishing, maintaining, and improving standards in institutions for 
older people, and to define the responsibilities of the various 
groups and persons involved in providing good institutional care. 
The conference will open at 9 a. m. Thursday. At the general 
sessions, “Why Standards Are Necessary” and “Better Care for 
Older People” will be considered. At the closing session, there 
will be a panel discussion of the reports received from the various 
groups. A luncheon will close the conference with the talk, “The 
Architect Looks at Housing the Aged.” In the workshop groups, 
the following topics will be discussed: (1) Legal Basis for a Good 
Standard Setting Program, (2) Effective Methods of Consulta- 
tion, Inspection, and Education in Establishing and Maintaining 
Standards, (3) Principles of Good Institutional Care, and (4) 
Responsibilities of Public and Voluntary Groups in Improving 
Institutional Care. Physicians participating will include: Dr. 
E. Dwight Barnett, New York, Dr. Margaret B. DuBois, New 
Haven, Conn., Dr. Arnold J. Rodman, White Plains, N. Y., 
Drs. A. Daniel Rubenstein and Claire F. Ryder, Boston, and 
Dr. Frank J. Sladen, Detroit. 


Hospital Association Meeting.—The Catholic Hospital Associ- 
ation of the United States and Canada will hold its annual meet- 
ing in Convention Hall, Atlantic City, N. J., May 17-20. Dr. 
Edward J. McCormick, Toledo, Ohio, President, American 
Medical Association, will discuss “The Joint Responsibility of 
the Hospital and the Medical Staff for Good Medical Care.” 
The future of intern and residency programs will be considered 
Tuesday, 3 p. m., at a sectional meeting in which Dr. William J. 
Lahey, director of medical education, St. Francis Hospital, 
Hartford, Conn., will present “The Facts Aren’t Pleasant—Let’s 
Face Them,” and Dr. John J. Butler, director of medical edu- 
cation, St. Mary’s Hospital, Rochester, Minn., will have as his 
topic “How to Develop a Sound House Staff Training Program.” 
“Bringing Medical Staff By-Laws Up-to-Date” is the topic for 
the sectional meeting Wednesday, 9 a. m., at which Dr. Harry 
E. Feather, St. Francis Hospital, Pittsburgh, will outline a 
physician’s reactions to staff by-laws, and Dr. Robert S. Myers, 
American College of Surgeons, Chicago, will have as his subject 
“Medical Staff Committees Serve Both the Staff and Administra- 
tion.” “Care for Ambulant Patient—A Growing Community 
Need” is the theme of the sectional meeting Wednesday morning, 
at which Dr. John R. McGibony, University of Pittsburgh School 
of Medicine, will read a paper, “Value of Care for Ambulant 
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Patients to the Health of the Community,” and will lead a panel 
discussion on clinical and administrative considerations. Dr. 
Joseph R. Anderson, assistant director, Joint Commission on 
Accreditation of Hospitals, Chicago, will talk on the chief ob- 
stacles to accreditation, Thursday morning. 


Golden Anniversary of Tuberculosis Association.—The National 
Tuberculosis Association, which will hold its 50th annual meet- 
ing in Atlantic City, N. J.. May 17-21, will have as its theme 
“The Challenge of the Future.” The American Trudeau Society 
and the National Conference of Tuberculosis Workers will meet 
simultaneously. The general meeting will open at 8:30 p. m. 
Monday. Mr. Mark H. Harrington, Denver, president of the 
association, will serve as chairman, and presentations will be 
made by Dr. Johannes Holm, Geneva, Switzerland; Dr. Etienne 
Bernard, Paris, France; and Dr. J. H. Harley Williams, London, 
England. There will be a premiere showing of the NTA 50th 
anniversary film. At the general meeting Wednesday, 8 p. m., 
Dr. George J. Wherrett, Ottawa, Canada, and Dr. Fernando D. 
Gomez, Montevideo, Uruguay, will consider: “Fhe Tuberculosis 
Problem in the Western Hemisphere.” Their presentations will 
be preceded by the television program “The Johns Hopkins 
Science Review” and followed by a dramatization by the 
American Theatre Wing, written for presentation at this meeting 
(scripts available for use by state and local tuberculosis. associ- 
ations through the NTA Supply Service). “The People Against 
Tuberculosis” will be presented at the general session Monday 
afternoon. “The Search for the Sick and Infected” will be the 
topic considered at the general session Tuesday morning, and 
“Meeting the Needs of the Patient” will be discussed at the 
general session Thursday morning. Tuesday, 2-5:30 p. m., there 
will be a conference on health problems of the Indian. A diag- 
nostic conference is scheduled for Tuesday, 8:30-10:30 p. m. 
The medical sessions will feature panels on epidemiology of 
cancer of the lung (Tuesday, 4 p. m.); treatment of tuberculosis 
in infants and children (Wednesday, 4 p. m.); and changing con- 
cepts and modern treatment of tuberculosis (Thursday, 4 p. m.). 
The following seminars will also be presented: “Clinical Sig- 
nificance of Drug-Resistant Tubercle Bacilli” and “Changing 
Concepts in Histoplasmosis” (Tuesday, 4 p. m.); “Treatment 
of Pulmonary Emphysema” and “Sarcoidosis” (Wednesday, 4 
p. m.). 


LATIN AMERICA 


Pan American Congress of Ophthalmology.—The Pan American 
Association of Ophthalmology will hold its third interim con- 
gress, June 17-21, in Sao Paulo, Brazil, under the presidency 
of Dr. Moacyr E. Alvaro of Sao Paulo. The scientific program 
will include: 


Intraocular and Orbital Tumors, Ray K. Daily, Houston, Texas. 

Acute Inflammatory Glaucoma, H. Saul Sugar, Detroit. 

Diseases of the Retina, W. Banks Anderson, Durham, N. C. 

Diseases of the Optic Nerve, Curtis D. Benton Jr., Fort Lauderdale, 

la., with Jorge Valdeavellano, Lima, Peru. 

Medical Treatment of Strabismus, Murray F. McCaslin, Pittsburgh. 

Surgery of Retinal Detachment, Charles L. Schepens, Boston. 
The meeting, one of many official events in the celebration of 
the quadricentennial of the host city, will be held concurrently 
with the eighth Brazilian Congress of Ophthalmology and the 
19th International Congress of Oto-Neuro-Ophthalmology. The 
registration fee of $10 will cover attendance at the three meet- 
ings as well as many special events. 


FOREIGN 

Congress for Study of the Bronchi.—The fourth congress of the 
International Association for the Study of the Bronchi will con- 
vene in Geneva, Switzerland, June 5-6. Topics for discussion 
include blood vascularization of the bronchi; place in nosology 
of “bronchic adenomas of Jackson”; and indications for and 
results of surgical treatment of bronchiectasis. For information 
write to Prof. A. Montandon, Clinique universitaire d’ORL, 
Hopital Cantonal, Geneva. 


CORRECTION 


Weil-Felix Reaction—In THE JourNaL, April 24, 1954, page 
1402, fourth line from the top, the words in parentheses were 
incorrect and should have been “Weil-Felix reaction.” 
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AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1954 Annual Meefing, San Francisco, June 21-25. 
1954 Clinical Meeting, Miami, Florida, Nov. 29-Dec. 2. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 


AMERICAN ACADEMY OF TUBERCULOSIS PHysiciANs, San Francisco, June 19. 
Dr. Osear S. Levin, P. O. Box 7011, Denver 6, Secretary. 

AMERICAN ASSOCIATION OF GENETO-URINARY SURGEONS, Shawnee Inn, 
Shawnee-on-Delaware, Pa., May 26-28. Dr. John Taylor, 2 East 54th St., 
New York 22, Secretary. 

AMERICAN ASSOCIATION ON MENTAL DerFicieNcy, Marlborough-Blenheim 
Hotel, Atlantic City, N. J., May 18-22. Dr. Neil A. Dayton, P. O. 
Box 96, Willimantic, Conn., Secretary. 

AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, Hotel Statler, Boston, 
May 25-26. Dr. J. Johnson Putney, 255 South 17th St., Philadelphia 3, 
Secretary. 

AMERICAN COLLEGE OF CarDIOLOGY, Conrad Hilton Hotel, Chicago, May 
27-29. Dr. Philip Reichert, 140 West 57th St., New York 19, Secretary 

AMERICAN COLLEGE OF CHEST PHysicrANs, Fairmont Hotel, San Francisco, 
June 17-20. Mr. Murray Kornfeld, 112 East Chestmut St., Chicago 11, 
Executive Director. 

AMERICAN DIABETES ASSOCIATION, Fairmont Hotel, San Francisco, June 
19-20. Dr. John A. Reed, 1 East 45th St., New York 17, Secretary. 

AMERICAN ELECTROENCEPHALOGRAPHIC Society, Hotel Claridge, Atlantic 
City, N. J., June 11-13. Dr. W. T. Liberson, Veterans Administration 
Hospital, Northampton, Mass., Secretary. 

AMERICAN GASTRO-ENTEROLOGICAL ASSOCIATION, San Francisco, June 18-19, 
Dr. H. Marvin Pollard, University Hospital, Ann Arbor, Mich., 
Secretary. 

AMERICAN GasTROsCOPIC SociETy, Mark Hopkins Hotel, San Francisco, 
June 20. Dr. John Tilden Howard, 12 East Eager St., Baltimore 2, 
Secretary. 

AMERICAN GERIATRICS Society, Hotel Fairmont, San Francisco, June 17-19. 
Dr. Malford W. Thewlis, 25 Mechanic St., Wakefield, R. 1., Secretary. 
AMERICAN GYNECOLOGICAL SociETY, The Homestead, Hot Springs, Va., May 
20-22. Dr. John I. Brewer, 104 South Michigan Blvd., Chicago, 

Secretary. 

AMERICAN LARYNGOLOGICAL ASSOCIATION, Hotel Statier, Boston, May 27-28. 
Dr. Harry P. Schenck, 326 South 19th St., Philadelphia 3, Secretary. 
AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL Society, Hotel 
Statler, Boston, May 25-27. Dr. C. Stewart Nash, 277 Alexander St., 

Rochester 7, N. Y., Secretary. 

AMERICAN MEDICAL WOMEN’S ASSOCIATION, San Francisco, June 18-20. 
Dr. Charna G. Perry, 691 Bridgeway Blvd., Sausalito, Calif., Secretary 

AMERICAN NEUROLOGICAL ASSOCIATION, Hotel Claridge, Atlantic City, 
N. J., June 14-16. Dr. H. Houston Merritt, 710 West 168th St., New 
York 32, Secretary. 

AMERICAN OPHTHALMOLOGICAL Society, Many Glacier Hotel, Glacier Park, 
Mont., June 16-18. Dr. Maynard C. Wheeler, 30 West 59th St., New 
York 19, Secretary. 

AMERICAN ORTHOPEDIC ASSOCIATION, Mount Washington Hotel, Bretton 
Woods, N. H., June 6-9. Dr. George C. Eaton, 4 East Madison St., 
Baltimore 2, Secretary. 

AMERICAN OTOLOGICAL Society, Hotel Statler, Boston, May 23-24. Dr. 
John R. Lindsay, 150 East 59th St., Chicago 37, Secretary. 

AMERICAN ProcToLocic Society, Hotel Statler, Los Angeles, June 2-5. 
Dr. Stuart T. Ross, 131 Fulton Ave., Hempstead, N. Y., Secretary. 

AMERICAN RHEUMATISM ASSOCIATION, St. Francis Hotel, San Francisco, 
June 18-19. Dr. William H. Kammerer, 33 East 61st Street, New York 
21, Secretary. 

AMERICAN SOCIETY FOR THE STUDY OF STERILITY, St. Francis Hotel, Saa 
Francisco, June 18-20. Dr. Herbert H. Thomas, 920 South 19th Sz., 
Birmingham, Ala., Secretary. 

AMERICAN TRUDEAU Society, The Ambassador, Atlantic City, N. J., 
May 17-21. Dr. William G. Childress, 1790 Broadway, New York 19, 
Secretary. 

AMERICAN UROLOGICAL ASSOCIATION, The Waldorf-Astoria, May 31-June 3. 
Dr. Charles deT. Shivers, 121 South Illinois Ave., Atlantic City, N. J., 
Secretary. 

CaTHotic Hospitat ASSOCIATION OF THE UNITED STATES AND CANADA. 
Atlantic City, N. J., May 17-20. Rev. John J. Flanagan, 1438 Sowth 
Grand Blvd., St. Louis 4, Director. 

CONFERENCE OF PRESIDENTS AND OTHER OFFICERS OF STATE MED@ral 
Associations, The Palace, San Francisco, June 20. Mr. Theodore 
Wiprud, 1718 M St. N.W., Washington 6, D. C., Secretary. 

IDAHO STATE MEDICAL ASSOCIATION, Sun Valley, June 13-16. Dr. Robert 
S. McKean, 364 Somna Bidg., Boise, Secretary. 

Ittinois STaTE Mepicat Society, Hotel Sherman, Chicago, May 18-21. 
Dr. Harold M. Camp, 224 South Main St., Monmouth, Secretary. 

LoutstANA STATE MEpicaL Society, Roosevelt Hotel, New Orleans, May 
20-22. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Sectre- 
tary. 
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Maine MEDICAL AssociaATION, The Samoset, Rockland, June 13-15. Mr. 
W. Mayo Payson, 142 High St., Portland 3, Executive Secretary. 

MASSACHUSETTS MepDicaL Society, Hotel Statler, Boston, May 18-20. Dr. 
Robert W. Buck, 22 Fenway, Boston 15, Secretary. 

MEDICAL LipraRY ASSOCIATION, Statler Hotel, Washington, D. C., June 
15-18. Miss Audrey L. Kargus, St. Louis Medical Society, 3839 Lindell 
Bivd., St. Louis 8, Secretary. 

MEDICAL SURGICAL CONFERENCE, Meadow Lark Country Club, Great Falls, 
Mont., June 14-15. Dr. John A. Layne, Box 911, Great Falls, Mont., 
Chairman. 

MINNESOTA STATE MEDICAL ASSOCIATION, Hotel Duluth, Duluth, June 7-9, 
Dr. B. B. Souster, 496 Lowry Medical Arts Bldg., St. Paul 2, Secretary. 

NATIONAL TUBERCULOSIS ASSOCIATION, Ambassador, Chelsea and Ritz- 
Carlton Hotels, Atlantic City, N. J., May 17-21. Mr. Kemp D. Battle, 
1790 Broadway, New York 19, Secretary. 

New Jersey, Mepicat Society or, Haddon Hall, Atlantic City, May 16-19. 
Dr. Marcus H. Greifinger, 315 West State St., Trenton 8, Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

NORTHERN CALIFORNIA AND NEvaDaA, San Francisco, June 16. Dr. Stacy 
R. Mettier, University of California Hospital, San Francisco 22, 
Governor. 

Society oF BioLocicaLt Psycuiatry, Claridge Hotel, Atlantic City, N. J., 
June 13, Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 5, 
Secretary. 

Society FOR INVESTIGATIVE DERMATOLOGY, Clift Hotel, San Francisco, 
June 19-20. Dr. Herman Beerman, 255 South 17th St., Philadelphia 3, 
Secretary. 

SOCIETY FOR VASCULAR SuRrGERY, Mark Hopkins Hotel, San Francisco, 
June 20. Dr. George D. Lilly, 333 Ingraham Bidg., Miami 32, Fia., 
Secretary. 

South Daxota STATE MEpDiIcAL AsSOCIATION, Marvin Hughitt Hotel, 
Huron, May 16-18. Mr. J. C. Foster, 300 First National Bank Bldg., 
Sioux Falls, Secretary. 

THe ENpocrine Society, Sir Francis Drake Hotel, San Francisco, June 
17-19. Dr. Henry H, Turner, 1200 North Walker St., Oklahoma City 
3, Secretary. 

Utan State MEDICAL ASSOCIATION, Ogden, May 26-28. Dr. Homer E. 
Smith, 42 S. Fifth East St., Salt Lake City 2, Secretary. 

Wyominc STATE Mepicat Society, Kalif Temple, Sheridan, June 7-9. Dr. 
Royce D. Tebbet, Box 1252, Cheyenne, Secretary. 


FOREIGN AND INTERNATIONAL 

British Mepicat Association, Glasgow, Scotland, July 1-9, 1954. Dr. 
A. Macrae, B.M.A. House, Tavistock Square, London, W.C.1, England, 
Secretary. 

CANADIAN MEDICAL ASSOCIATION, Vancouver, B. C., Canada, June 14-18, 
1954. Dr. T. C. Routley, 244 St. George St., Toronto 5. Ontaric, Canada, 
General Secretary. 

CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLIND- 
Ness, New York, N. Y., U. S. A., Sept. 12-17, 1954. Professor 
Franceschetti, 2 Avenue Mirmot, Geneva, Switzerland, Secretary- 
General. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE BrONCHI, 
Geneva, Switzerland, June 5-6, 1954, Professor A. Montandon, Cl.nique 
Universitarie d O.R.L., Hopital Cantonal, Geneva, Switzerland, Chair- 
man. 

CONGRESS OF INTERNATIONAL SOCIETY CF MEDICAL HyDroLocy, Vichy and 
Paris, France, Sept. 26, 1954. For information write: Dr. Giulio Ammi- 
randoli, Via Delia Torretta 11, Montecatini Terme, Italy. 

EuropEAN SOCIETY OF CARDIOVASCULAR SurGery, Edinburgh, Scotland, 
July 9-10, 1954. For information address: Mr. A. J. Slessor, Department 
of Surgery, University New Building, Edinburgh 8, Scotland. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29, 1955. Dr. Eugene P. Pendergrass, 3400 
Spruce St., Philadelphia 4, Pa., U. S. A., Secretary General. 

INTER-AMERICAN SESSION, AMERICAN COLLEGE OF SURGEONS, Universidad 
Mayor de San Marcos de Lima, Lima, Peru, S. A., Jan. 11-14, 1955. 
Dr. Michael L. Mason, 40 East Erie St., Chicago 11, Ill, U. S. A., 
Secretary. 

INTERNATIONAL ANESTHESIA RESEARCH Society, Ambassador Hotel, Los 
Angeles, Calif., U. S. A., Oct. 10-14, 1954, For information write: Dr. 
T. H. Seldon, 102-110 Second Avenue S.W., Rochester, Minn., U. S. A. 

“ INTERNATIONAL CANCER ConGrEss, Sao Paulo, Brazil, July 23-29, 1954. 
Prof. A. Prudente, 171 rua Benjamin Constante, Sao Paulo, Brazil, 
President. 

INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 
land, July 20-24, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 

INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Dr. Robert A. Moore, Washington Uni- 
versity School of Medicine, St. Louis 10, Mo., U. S. A., Chairman, 
Committee on Arrangements. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Barcelona, Spain, 
Oct. 4-8, 1954. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
IiL, U. S. A., Executive Secretary. 
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INTERNATIONAL CONGRESS ON GROUP PSYCHOTHERAPY, Toronto, Ont., 
Canada, Aug. 12-14, 1954. Dr. J. L. Moreno, Room 327, 101 Park Ave., 
New York 17, N. Y., U. S. A., Director of Organizing Committee. 

INTERNATIONAL CONGRESS ON GYNECOLOGY AND OssTETRICS, Geneva, Switz- 
erland, July 26-31, 1954. Dr. H. de Watteville, Maternité Hépita) 
Cantonal, Geneva, Switzerland, President. 

INTERNATIONAL CONGRESS OF HEMATOLOGY, Paris, Sept. 6-11, 1954. Dr. 
Jean Bernard, 86 rue d’Assas, Paris 6°, France, Secretary. 

INTERNATIONAL CONGRESS OF THE HisTORY OF MEDICINE, Rome and 
Salerno, Italy, Sept. 13-20, 1954. For information write: Segreteria XIV 
Congresso Internazionale di Storia della Medicina, Instituto di Storia 
della Medicine, Citta Universitaria, Rome, Italy. 

INTERNATIONAL CONGRESS OF HyDaTiD Disease, Madrid, Spain, Oct. 5-8, 
1954. Dr. Jesus Calvo Melendro, Hospital Provincial, Sorea, Spain, 
Secretary General. 

INTERNATIONAL CONGRESS OF INDUSTRIAL MEDICINE, Narles, Italy, Sept. 
13-19, 1954. Professor Scipione Caccuri, Director, Institute of Indus- 
trial Medicine Policlinico, Naples, Italy, Chairman, Organizing Com- 
mittee. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Stockholm, Sweden, Sept. 
15-18, 1954. Professor Anders Kristenson, Karolinska Sjukhuset, Stock- 
holm 60, Sweden, Secretary-General. 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Torento, Ontario, Canada. 

INTERNATIONAL CONGRESS OF NUTRITION, Amsterdam, Netherlands, Sept. 
13-17, 1954, Dr. M van Eekelen, Centraal Instituut voor Voed:ngsonder- 
zoek T.N.O., 61 Catharynesingel, Utrecht, Netherlands, General Secretary. 

INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, University of Montreal and 
McGill Univers'ty, Montreal, Canada, Sept. 9-11, 1954, and Waldorf- 
Astoria, New York, N. Y., U. S. A., Sept. 12-17, 1954. Dr. William L, 
Bened:ct, 100 First Avenue Building, Rochester, Minn., U. S. A,, 
Secretary-General. 

INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Berne, Switzerland, Aug. 30-Sept. 3, 1954. For information write: 
Professor M. Dubois, Isle-Hospital, Berne, Switzerland. 

INTERNATIONAL CONGRESS OF PsyCHOLOGY, Montreal, Canada, June 7-12, 
1954. For information write: Prof. H. S. Langfeld, International Union 
of Scientific Psychology, Eno Hall, Princeton University, Princeton, 
N. J., U. S. A. 

INTERNATIONAL CONGRESS FOR PSYCHOTHERAPY, Zurich, Switzerland, July 
21-24, 1954. Dr. H. K. Fierz, Theaterstrasse 12, Zurich 1, Switzerland, 
Secretary General. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 

INTERNATIONAL INSTITUTE ON CHILD Psycuiatry, Toronto, Canada, Aug. 
13-14, 1954. Miss Helen Speyer, International Association for Child 
Psychiatry, 1790 Broadway, New York 19, N. Y., U. S. A., Executive 
Officer. 

INTERNATIONAL POLIOMYELITIS CONGRESS, University of Rome, Orthopedic 
Clinic, Rome, Italy, Sept. 6-10, 1954. Mr. Stanley E. Henwood, 120 
Broadway, New York 5, N. Y., U. S. A., Executive Secretary. 

INTERNATIONAL SOCIETY OF ANGIOLOGY, North American Chapter, Hotel 
Mark Hopkins, San Francisco, Calif.. U. S. A., June 19, 1954. Dr. 
Henry Haimovici, 105 East 90th St., New York, N. Y., U. S. A,, 
Secretary. 

INTERNATIONAL SOCIETY OF BLOOD TRANSFUSION, Paris, France, Sept. 12-19, 
1954. For information write: Colonel Julliard, Société Internationale de 
Transfusion Sanguine, 53 Boulevard Diderot, Paris 12°, France. 

INTERNATIONAL SOCIETY FOR CELL BioLoGy, Leiden, Netherlands, Sept. 1-7, 
1954. Professcr Peter J. Gaillard, University of Leiden, Leiden, Nether- 
lands, Secretary. 

INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Professor Fred C. Roulet, Hebelstrasse 24, 
Basel, Switzerland, Secretary-General. 

Irn1sH MEDICAL ASSOCIATION, Killarney, Ireland, July 7-10, 1954. Dr. P. J. 
Delaney, 10, Fitzwilliam Place, Dublin, Ireland, Medical Secretary. 

JAPAN MEDICAL CONGRESS, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5, 1955. Dr. Mitsuharu Goto, 
University Hospital, Medical Faculty of Kyoto University, Kyoto, 
Japan, Secretary General. 

LaTIN AMERICAN CONGRESS ON GYNECOLOGY AND OBSTETRICS, Sao Paulo, 
Brazil, July 10-15, 1954. Prof. Dr. Jairo Ramos, av. Brigaderio Luiz 
Antonio, 278-8° andar, Sao Paulo, Brazil, Chairman of Organizing 
Committee of Medical Congresses. 


LATIN AMERICAN CONGRESS ON MENTAL HEALTH, Sao Paulo, Brazil, July 
17-22. For informat:on address: Professor A. C. Pacheco e Silva, 
Avenida Brigadeiro Luiz Antonio 651, Sao Paulo, Brazil. 

MEDICAL WOMEN’S INTERNATIONAL ASSOCIATION CONGRESS, Lake Garda, 
Italy, Sept. 15-21, 1954. Dr. Ada Chree Reid, 118 Riverside Drive, New 
York 24, N. Y., U. S. A., President. 

Pan AMERICAN CONGRESS OF CHILD WELFARE AND PepiaTRics, Sao Paulo, 
Brazil, July 15-21, 1954. For information address: Dr. Jairo Ramos, 
Avenida Brigaderio Luiz Antonio 278-8° andar, Sao Paulo, Brazil. 

Pan AMERICAN CONGRESS OF GASTROENTEROLOGY, Sao Paulo, Brazil, July 
19-24, 1954. For information address: Dr. Jairo Ramos, Avenida Briga- 
deiro Luiz Antonio 278-8° andar, Sao Paulo, Brazil. 
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PAN AMERICAN CONGRESS OF OPHTHALMOLOGY (Interim), Sao Paulo, Brazil, 
June 17-21, 1954. Dr. Moacyr E. Aivaro, Consolacao 1151, Sao Paulo, 
Brazil, President. 

Pan AMERICAN HOMEFOPATHIC MEDICAL CONGRESS, Hotel Gloria, Rio de 
Janeiro, Brazil, S. A., Oct. 2-13, 1954. Dr. Paul S. Schantz, 103 West 
Main St., Ephrata, Pa., U. S. A., Executive Secretary. 

Pan-PaciFic SURGICAL CONGRESS, Honolulu, Hawaii, Oct. 7-18, 1954. Dr. 
F. J. Pinkerton, Suite 7, Young Bidg., Honolulu 13, Hawaii, Director 
General. 

SECTIONAL MEETING, AMERICAN COLLEGE OF SuRGEONS, London, England, 
May 17-19, 1954. Dr. Michael L. Mason, 40 East Erie St., Chicage 11, 
I., U. S. A., Secretary. 

SOUTH AMERICAN CONGRESS OF ANGIOLOGY, Sao Paulo, Brazil, July 1954, 
For information write: Dr. Rubens Carlos Mayall, Rua Senador Ver- 
gueiro 73, Rio de Janeiro, Brazil, S. A. 

Wor_p ConGress oF CarpioLoGcy, Washington, D. C., U. S. A., Sept. 
12-18, 1954. Dr. L. W. Gorham, 44 East 23d St., New York 10, N. Y., 
U. S. A., Secretary-General. 

Wortp CONGRESS OF INTERNATIONAL SOCIETY FOR THE WELFARE OF 
CrippLes, Scheveningen-The Hague, Netherlands, Sept. 13-17, 1954. 
Secretariat: Muss H. P. Post, Pieter Lastmarkade 37, Amsterdam Z, 
Netherlands. 

Wor_D FEDERATION OF OCCUPATIONAL THERAPISTS, Edinburgh, Scotland, 
August 17, 1954. 

Wort_D MEDICAL ASSOCIATION, Rome, Italy, Sept. 26-Oct. 2, 1954. Dr, 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S&S A, 
Secretary-General. 





EXAMINATIONS 
AND LICENSURE 








NATIONAL BoaRD OF MEDICAL EXAMINERS: Parts I and 11. Held in approved 
medical schools where there are five or more candidates. Dates: April 
20-21 (Part Il only); June 22-23; Sept. 7-8 (Part I only). Candidates 
may file examinations at any tume but the National Board must receive 
them at least six weeks before the date of the examination they wish to 
take. New candidates should apply by formal registration; registered 
candidates should notify the board by letter. Sec., Dr. John P. Hubbard, 
133 S. 36th St., Philadelphia 4. 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 22-24, 1954. Sec., Dr. D. G. 
Gill, 537 Dexter Ave., Montgomery. 

ARKANSAS:* Examination. Little Rock, June 10-11. Sec., Dr. Joe Verser, 
Harrisburg. Eclectic. Little Rock, June 11-12. Sec., Dr. O. L. Atkinson, 
2528 Central Ave., Hot Springs National Park. 

CaLiForRNiA: Written. San Francisco, June 21-24; San Diego, Aug. 23-26; 
Sacramento, Oct. 18-21. Orai. San Francisco, June 19; San Diego, 
Aug. 21; Los Angeles, Nov. 20. Oral and Clinical Examination for 
Foreign Medical School Graduates. Sec., Dr. Louis E, Jones, 1020 N 
Street, Sacramento. 

Co.orapo:* Examination. Denver, June 8-9. Final date for filing appli- 
cations is May 8. Reciprocity. Denver, April 13. Final date for filing 
applications ~as March 13. Exec. Sec., Mrs. Beulah H. Hudgens, 831 
Republic Bidg., Denver 2. 

ConnecTicuT:* Regular. Examination. Hartford, July 13-14. Sec, Dr. 
Creighton Barker, 160 St. Ronan St.. New Haven Homeopathic. Derby, 
July 13-14, Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. 

DELAWARE: Examination. Dover, July 13-15. Reciprocity. Dover, July 22. 
Sec., Dr. J. S. McDaniel, 229 South State St., Dover. 

District oF CoL_umBiA:* Examination. Washington, May 10-11. Deputy 
Director, Mr. Paul Foley, Department of Occupations and Professions, 
1740 Massachusetts Ave., N.W., Washington, D. C. 

Fioripa:* Examination. Jacksonville, June 27-29. Sec., Dr. Homer L. 
Pearson, 901 N.W. 17th St., Miami. 

GeorGia: Examination and Reciprocity. Atlanta and Augusta, June. Sec., 
Mr. R. C. Coleman, 111 State Capitol, Atlanta 3. 

Guam: The Comm ss on on Licensure wll meet whenever a cand‘date 
appears or submits his credentials. Director of Medical Services, Guam 
Memorial Hospital, Agana 

Hawau: Examination. Honolulu, July 12-15. Sec., Dr. I. L. Tilden, 1020 
Kapiolani St., Honolulu. 

IpaAHo: Examination and Endorsement. Boise, July 12-14. Sec., Mr. 
Armand L. Bird, 364 Sonna Bidg., Boise. 

ILuinots: Examination and Reciprocity. Chicago, June 22-24, and Oct. 5-7. 
Supt. of Registration, Mr. Frederic B. Selcke, Capitol Bldg., Springfield. 

INDIANA: Examination. Indianapolis, June 16-18. Exec. Sec., Miss Ruth V. 
Kirk, 538 K of P Bldg., Indianapolis. 

fowa:* Examination. Iowa City, June 14-16. Sec., Dr. M. A. Royal, 506 
Fleming Bidg., Des Moines. 

KANSAS: Examination and Reciprocity. Kansas City, June 9-10. Sec., Dr. 
O. W. Davidson, 872 New Brotherhood Bidg., Kansas City. 

KENTUCKY: Examination. Louisville, June 7-9. Address Mr. Raymond F. 
Nixon, Assistant Secretary, 620 S. 3rd St., Louisville 2. 

Maine: Examination and Endorsement. Augusta, July 13-14. Sec., Dr. 
Adam: P. Leighton, 192 State St., Portland. 
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MARYLAND: Examination. Baltimore, June 15-18. Sec., Dr. E. H. Kloman, 
1215 Cathedral St., Baltimore 1. 

MASSACHUSETTS: Examination. Boston, July 13-16. Sec., Dr. Robert C. 
Cochrane, Room 37, State House, Boston. 

MICHIGAN:* Examination. Detroit and Ann Arbor, June 1954. Sec., Dr. 
J. Earl McIntyre, 202-4 Hollister Bidg., Lansing 8. 

Mississippi: Examination and Reciprocity. Jackson, June. Asst. Sec, Dr. 
R. N. Whitfield, Old Capitol, Jackson 113. 

Missouri: Examination. St. Louis, May 27-28 and June 7-8. Reciprocity. 
St. Louis, May 26. Ex. Sec., Mr. John A. Hailey, P. O. Box 4, State 
Capito! Building, Jefferson City. 

Nesraska:* Examination. Omaha, June 1954. Director, Mr. Husted K. 
Watson, 1009 State Capitol Bidg., Lincoln. 

NeEvapa:* Examination and Endorsement. Reno, July 6. Sec., Dr. George 
H. Ross, 112 North Curry St., Carson City. 

New Hampsuire: Examination and Reciprocity. Concord, Sept. 8-9. Sec., 
Dr. John S. Wheeler, 107 State House, Concord. 

New Jersty: Examination, Trenton, June 15-18. Sec., Dr. E. S. Hallinger, 
28 W. State St., Trenton. 

New York: Examination. Albany, New York, Syracuse and Buffalo, 
June 29-July 2. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., Albany 7. 
NortH Carona: Examination. Raleigh, June 21-24. Endorsement. Pine- 
hurst, May 3; Raleigh, June 22. Sec., Dr. Joseph J. Combs, 716 Pro- 

fessional Bldg., Raleigh. 

NortH Dakota: Examination. Grand Forks, July 7-9. Reciprocity. Grand 
Forks, July 10. Sec., Dr. C. J. Glaspel, Grafton. 

Ou10: Examination. Columbus, June 14-16. Sec., Dr. H. M. Platter, 21 W. 
Broad St., Columbus. 

OKLAHOMA:* Examination. Oklahoma City, June 9-10. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bidg., Oklahoma City. 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July 13-15. 
Acting Sec., Mrs. Margaret G,. Steiner, Box 911, Harrisburg. 

Puerto Rico: Examination. San Juan, Sept. 7-11. Sec., Mr. Joaquin 
Mercado Cruz, Box 9156, Santurce. 

SoutH Carouina: Reciprocity. Myrtle Beach, May 11. Sec., Mr. N. B. 
Heyward, 1329 Blanding St., Columbia. 

SoutH Dakota:* Examination. Vermillion, July 20-21. Reciprocity can be 
obtained at any time between meetings of board. Executive Secretary, 
Mr. John C. Foster, 300 First National Bank Bldg., Sioux Falls. 

Texas: Examination and Reciprocity. Fort Worth, June 21-23. Rec., Dr. 
M. H. Crabb, 1714 Medical Arts B!dg., Ft. Worth 2. 

Utan: Examination. Salt Lake City, July 7-9. Final date for filing appli- 
cation is June 15. Reciprocity, Salt Lake City, June 15. Director, Mr. 
Frank E, Lees, Department of Business Regulation, 314 State Capitol, 
Salt Lake City. 

Vircinia: Examination and Reciprocity. Richmond, June 16. Address: 
Virginia Board of Medical Examiners, 631 First St., S.W., Roanoke. 
WASHINGTON: Examination. Seattle, July 12-14. Sec., Mr. Edward C. 

Dohm, Department of Licenses, Olympia. 

WyrominG: Examination. Cheyenne, June 14, Sec., Dr. Franklin D. Yoder, 
State Office Bidg., Cheyenne, 

ALASKA:* On applicat.on. Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

VirGIN Istanps: Examination. St. Thomas, June 9-10. Sec., Dr. Earle M. 
Rice, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


ALaska: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 

Arizona: Examination. Tucson, June 15. Sec., Mr. Herbert D. Rhodes, 
University of Arizona, Tucson. 

CONNECTICUT: Examination. New Haven, June 12. Address: State Board 
of Healing Arts, 258 Bradley St., New Haven 10. 

Fioripa: Examination. Gainesville, June. Sec., Mr. M. W. Emmel, Uni- 
versity of Florida, Box 340, Gainesville. 

MICHIGAN: Examination. Detroit and Ann Arbor, May 14-15. Sec., Mrs. 
Ann Baker, 410 W. Michigan Ave., Lansing 15. 

MINNESOTA: Examination. June 2-3. Sec., Dr. Raymond H: Bieter, 105 
Millard Hall, University of Minnesota, Minneapolis. 

New Mexico: Examination. Santa Fe, July 18. Sec., Mrs. Marguerite 
Cantrell, P. O. Box 1522, Santa Fe. 

OreGon: Examination. Portland, June 5, Sept. 11 and Dec. 4. Sec., Mr. 
Charles D. Byrne, State Board of Higher Education, Eugene. 

Ruope Istanp: Examination. Providence, May 12. Administrator of 
Professional Regulation, Mr. Thomas B. Casey, 366 State Office Bidg., 
Providence. 

SoutH Dakota: Examination. June 11-12. Sec., Dr. Gregg M. Evans, 310 
E. 15th St., Yankton. 

WASHINGTON: Examination. Seattle, July 7-8. Sec., Mr. Edward C. Dohm, 
Department of Licenses, Olympia. 

WISCONSIN: Examination. Milwaukee, June 5 and Madison, Sept. 24. Final 
date for filing application is May 28. Sec., Dr. W. H. Barber, 621 
Ransom St., Ripon. 


*Basic Science Certificate required. 
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DEATHS 


Erdmann, John Frederick © New York; born in Cincinnati 
March 27, 1864; Bellevue Hospital Medical College, New York, 
1887; at one time clinical professor of surgery at the University 
and Bellevue Hospital Medical College, and professor of prac- 
tical anatomy at New York University; from 1908 to 1934 
professor of surgery and director of the surgical service at the 
New York Post-Graduate Medical School and Hospital, where 
on Oct. 21, 1935, a new auditorium was named in his honor, a 
gift from the board of directors, the faculty association, and 
the professional staff of the hospital in recognition of his services 
to the institution; a bronze bust of him, the gift of the faculty 
association, was also installed; for six years captain and assistant 
surgeon for the New York National Guard; assistant surgeon, 
U. S. Reserve Corps, from 1912 to 1915 and lieutenant colonel, 
Medical Officers Reserve Corps, until 1929; past president of 
the Inter-State Postgraduate Medical Association; member of 
the American Urological Association; fellow of the American 
College of Surgeons; member of the founders group of the 
American Board of Surgery; consultant at the University, 
Gouverneur, Union, and Manhattan State hospitals, Hospital for 
Joint Diseases and Home for Incurables in New York, Central 
Islip (N. Y.) State Hospital, Nassau Hospital in Mineola, N. Y., 
Mount Vernon (N. Y.) Hospital, Nyack (N. Y.) Hospital, St. 
Luke’s Hospital in Newburgh, N. Y., Rockland State Hospital 
in Orangeburg, N. Y., Southampton (N. Y.) Hospital, Jersey 
City Medical Center, Jersey City, N. J., and Greenwich (Conn.) 
Hospital; in May, 1952, was the recipient of a meritorious award 
bestowed by the alumni of the New York University College of 
Medicine; in March, 1950, on his 86th birthday was honored 
with the presentation by Mayor O’Dwyer of the city’s certificate 
of merit in recognition of his public service during more than a 
half century of practice; honorary surgeon, New York Police 
Department; died March 27, aged 90, of coronary occlusion. 


Goldstein, Hyman Isaac © Philadelphia; born in Baltimore 
Nov. 2, 1887; University of Pennsylvania Department of Medi- 
cine, Philadelphia, 1909; did postgraduate work in Vienna; for 
many years practiced in Camden, N. J., where he was on the 
medical staff of the board of education; assistant in medicine at 
the University of Pennsylvania Graduate School of Medicine 
from 1921 to 1924; an Associate of the American College of 
Physicians; member, in 1939 secretary and in 1940 chairman, 
section on gastroenterology, Medical Society of New Jersey; 
member of the American Heart Association, American Trudeau 
Society, American Association for the Advancement of Science, 
American Association of the History of Medicine, and the Inter- 
national Society of the History of Medicine; in recognition of 
services rendered and interest in the National Gastroentero- 
logical Association, of which he was a fellow and historian, the 
Review of Gastroenterology, on whose editorial council he 
served, dedicated its 15th anniversary number (November, 1947) 
to him; fellow of the National Society for Advancement of 
Gastroenterology; founder, past president, vice-president, and 
lifetime historian of New Jersey Gastroenterological Society; 
past president of the Northern Medical Association of Phila- 
delphia; life member of the Philadelphia Pediatric Society; 
honorary member of many foreign medical societies; on June 11, 
1950, was awarded a testimonial by the New Jersey Gastrological 
Society for “distinguished contributions to medical science, 
particularly in the fields of gastroenterology and medical his- 
tory”; participated in international medical congresses at Carls- 
bad, Vichy, Paris, Madrid, Budapest, Brussels, and Rome 
(1931-1937); consultant, internist, and senior physieian at 
Deborah Sanatorium in Browns Mills, N. J.; served as attend- 
ing physician at Mount Sinai Hospital, and associate visiting 
physician at Philadelphia General and Northwestern General 
hospitals; died March 27, aged 66. 


Mott, George Ernest ® Captain, U. S. Navy, retired, Birming- 
ham, Ala.; born in St. John, New Brunswick, Canada, Sept. 16, 





@ Indicates Member of the American Medical Association. 


1887; Tufts College Medical School, Boston, 1913; appointed 
an assistant surgeon with the rank of lieutenant (j. g.) Naval 
Reserve Force July 23, 1918; transferred to the regular navy 
as a lieutenant, Medical Corps, in June, 1920; promoted through 
the grades to captain, with date of rank of June, 1942; retired 
for physical disability on Jan. 1, 1947; medical officer for the 
U. S. Olympic Team in Paris, France, from June to October, 
1924; during his more than 29 years of naval service, served at 
the naval hospitals at Portsmouth, N. H., Mare Island and Oak- 
land, Calif., and Farragut, Idaho; served on the USS Cleveland, 
USS Falcon, and USS Argonne as well as with the First Marine 
Brigade in Haiti; during World War II commanded Naval Base 
hospitals 3, 4, and 6, and Naval Medical Storehouse 11 in the 
Pacific theater of operations; fellow of the American College 
of Surgeons; on the staff of the Lloyd Noland Foundation 
Hospital; died March 13, aged 66, of coronary occlusion. 


Boardman, William Parsons ® Pembroke, Mass.; born in Boston 
June 9, 1881; Harvard Medical School, Boston, 1905; at one 
time assistant in bacteriology at his alma mater; professor of 
dermatology and syphilology emeritus at Tufts College Medical 
School in Boston; specialist certified by the American Board of 
Dermatology and Syphilology; member of the New England 
Dermatological Society; during World War I commanded the 
Base Hospital Detachment at Camp Shelby, Miss., and during 
World War II served as a member of the Medical Advisory 
Board No. 12 under the Selective Service Law; consultant in 
dermatology at the Boston City Hospital, where he was formerly 
chief of dermatology; died March 1, aged 72, of cerebral throm- 
bosis and coronary sclerosis. 


Larson, E. Martin ® Great Falls, Mont.; Drake University 
College of Medicine, Des Moines, 1901; Jefferson Medical 
College of Philadelphia, 1904; member of the founders group 
of the American Board of Surgery; member of the Western 
Surgical Association, American Association for the Surgery of 
Trauma, and the American Trudeau Society; fellow of the 
American College of Surgeons; past president of the Montana 
Tuberculosis Association, Montana Public Health Association, 
and the Cascade County Medical Society; elected to the state 
House of Representatives in 1925; served during World War I; 
past president of the Montana Bank & Trust Company; affiliated 
with the Montana Deaconess Hospital; died March 13, aged 74. 


Pollock, Henry Meeker ® Newton, Mass.; born Nov. 15, 1874; 
University of Minnesota College of Homeopathic Medicine and 
Surgery, Minneapolis, 1897; professor emeritus of psychiatry at 
Boston University School of Medicine; member of the American 
College of Hospital Administrators and the American Hospital 
Association; founder and first president of the Massachusetts 
Hospital Association; formerly associate commissioner of the 
state department of mental diseases; at one time superintendent 
of the Norwich (Conn.) State Hospital; trustee at the Massachu- 
setts Memorial Hospital, Boston, where on Feb. 1, 1945, he 
retired as superintendent, a position he held for 30 years; died 
March 17, aged 79, of bronchiectasis and emphysema. 


Grimmer, Roy Durell ® Hempstead, N. Y.; McGill University 
Faculty of Medicine, Montreal, Canada, 1905; fellow of the 
American College of Physicians; for many years director of 
public health in the Hempstead Schools; past president of the 
Nassau County Medical Society, of which he was a charter 
member; affiliated with Nassau Hospital in Mineola, Mercy and 
South Nassau Communities Hospital in Rockville Centre, and 
Meadow Brook Hospital; served as director of the Second 
National Bank; died in Los Angeles Feb. 6, aged 70, of acute 
leukemia. 


Anderson, Joseph Charles ® Ebensburg, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 1936; served 
during World War II; county medical director; affiliated with 
Memorial Hospital in Johnstown and the Miners’ Hospital of 
Northern Cambria in Spangler; died March 6, aged 44, of 
melanoma. 
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Ballard, William Ross ® Bay City, Mich.; Michigan College of 
Medicine and Surgery, Detroit, 1894; fellow of the American 
College of Surgeons; died in Mercy hospital Feb. 11, aged 85, 
of cerebral hemorrhage. 


Banta, James Stewart © Buffalo; University of Buffalo School 
of Medicine, 1913; assistant professor of proctology at his alma 
mater; died Jan. 7, aged 67, of left hemiplegia and arterio- 
sclerotic heart disease. 


Campbell, Robert John, Pittsburgh; University of Pittsburgh 
School of Medicine, 1912; medical officer during World War I; 
on the staff of the Presbyterian Hospital; died March 6, aged 65, 
of coronary infarction. 


Chittum, Josiah Milton ® North Liberty, Iowa; Barnes Medical 
College, St. Louis, 1898; died in the Mercy Hospital, lowa City, 
Jan. 29, aged 85, of uremia and cerebral arteriosclerosis. 


Deas, Henry ® Charleston, S. C.; Medical College of the State 
of South Carolina, Charleston, 1914; served during World War 
I; on the board of directors of the Baker Memorial Sanatorium; 
died March 9, aged 61, of cancer. 


Eisenlohr, Eugen © Terre Haute, Ind.; Albert-Ludwigs-Univer- 
sitat Medizinische Fakultaét, Freiburg, Germany, 1909; died 
Feb. 28, aged 69, of embolism. 


Feldman, Nathan ® Brooklyn; University of Buffalo School of 
Medicine, 1927; on the staff of the Beth El Hospital; died Feb. 5, 
aged 59, of coronary thrombosis. 

Goodwin, Henry Jesse, Douglas, Ga.; University of Georgia 
School of Medicine, Augusta, 1934; died Jan. 27, aged 45, of 
coronary occlusion. 


Hewitt, John Frank ® Baltimore; University of Maryland School 
of Medicine and College of Physicians and Surgeons, Baltimore, 
1927; on the staff of the Church Home and Hospital; died Nov. 
13, aged 51, of leukemia. 


Jones, Dunham Carroll, Brooklyn: McGill University Faculty 
of Medicine, Montreal, Canada, 1899; died March 23, aged 76, 
of carcinoma of the stomach. 


Jones, Thomas Goodman ® Chicago; Bennett Medical College, 
Chicago, 1912; an Associate Fellow of the American Medical 
Association; served on the staff of the Englewood Hospital; 
died April 7, aged 66, of coronary thrombosis. 


Jurist, David ® New York City; University and Bellevue 
Hospital Medical College, New York, 1901; on the courtesy 
staff, Lebanon Hospital; died March 9, aged 75, of cerebral 
hemorrhage. 

Koenecke, Henry James ® Salinas, Calif.; College of Physicians 
and Surgeons of San Francisco, 1919; died Jan. 23, aged 61, 
of coronary occlusion and arteriosclerosis. 


Lagan, John Farrell, San Francisco; College of Physicians and 
Surgeons of San Francisco, 1914; on the staff of St. Francis 
Hospital; died in French Hospital Feb. 26, aged 64, of arterio- 
sclerotic heart disease. 


Lifschutz, Jacob D. ® Chicago; University of Illinois College of 
Medicine, Chicago, 1916; founding fellow of the American 
Academy of Obstetrics and Gynecology; on the staffs of the 
Michael Reese and Lutheran Deaconess hospitals; died in Weiss 
Memorial Hospital March 31, aged 65, of hypernephroma with 
metastases to the lung. 


McElwee, John Daniel ® Philadelphia; Temple University 
School of Medicine, Philadelphia, 1925; served during World 
War I; consulting physician to Selective Service boards during 
World War II; affiliated with St. Joseph’s Hospital, Episcopal 
Hospital, and St. Mary’s Hospital, where he died March 3, 
aged 63. 

McGrew, William Raymond ® Oakland, Calif.; Keokuk (lowa) 
Medical College, College of Physicians and Surgeons, 1903; 
served during Spanish-American War and World War 1; died 
Feb. 26, aged 79, of cerebral hemorrhage. 


Meinecke, Helmuth A. ® Detroit; Detroit College of Medicine, 
1919; member of the Industrial Medical Association; on the 
staff of the Grace Hospital; received a congressional citation 
for his services on a selective service appeal board during World 
War II; died March 9, aged 60. 
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Moreland, William Alson, Idabel, Okla. (licensed in Oklahoma 
under the Act of 1908); served during World War I; died in 
Paris Feb. 26, aged 76. 


Olmsted, Bertram Henry ® Colonel, U. S. Army, retired, San 
Francisco; University of Michigan Medical School, Ann Arbor, 
1911; fellow of the American College of Physicians; served 
during World Wars I and II; entered the Medical Corps of the 
U. S. Army as a major in 1920; retired June 30, 1944; died in 
the Letterman Army Hospital Jan. 15, aged 73, of arterio- 
sclerosis and congestive heart failure. 

Oman, Michael Francis ® Euclid, Ohio; University of Minnesota 
Medical School, Minneapolis, 1923; affiliated with Euclid- 
Glenville Hospital, where he died March 19, aged 62. 


Rice, Paul Brewer © Oklahoma City, Okla.; University of Okla- 
homa School of Medicine, Oklahoma City, 1938; affiliated with 
Capitol Hill General Hospital, Mercy Hospital, and Wesley Hos- 
pital, where he died March 22, aged 50, of coronary thrombosis. 


Schramm, Marcus, Patton, Calif.; Deutsche Universitat Medi- 
zinische Fakultat, Prague, Czechoslovakia, 1921; affiliated with 
Patton State Hospital; died in Loma Linda Jan. 5, aged 59. 


Street, Donald Pollock ® Vicksburg, Miss.; University and 
Bellevue Hospital Medical College, New York, 1899; member 
of the American Academy of Dermatology and Syphilology; 
founder of the Mercy Hospital-Street Memorial; died Jan. 11, 
aged 80, of coronary thrombosis. 


Tamar, Julius ® New York City; Medizinische Fakultat der 
Universitat, Vienna, Austria, 1923; died Dec. 30, aged 55, of 
coronary thrombosis. 


Taylor, Neumon, Memphis, Tenn.; Memphis (Tenn.) Hospital 
Medical College, 1900; died Jan. 9, aged 77, of cardiac failure. 


Thompson, Andrew Melvin © Wahpeton, N. D.; Northwestern 
University Medical School, Chicago, 1925; president of staff, 
St. Francis Hospital in Breckenridge, Minn.; died Jan. 24, aged 
64, of cardiovascular disease. 


Waldorf, Clifford Earl, Redfield, S. D.; Northwestern Univer- 
sity Medical School, Chicago, 1918; county health officer; for 
many years county coroner; affiliated with Community Me- 
morial Hospital; served on the staff of State School and Home 
for Feebleminded; died Feb. 10, aged 61, of coronary throm- 
bosis. 


Williamson, Frank B., Columbia, Mo.; St. Louis College of 
Physicians and Surgeons, 1892; died in Noyes Hospital Nov. 
28, aged 87. 

Willis, Julius Dreher ® Roanoke, Va.; Medical College of Vir- 
ginia, Richmond, 1909; specialist certified by the American 
Board of Internal Medicine; fellow of the American College 
of Physicians; for many years district physician for the Grey- 
hound lines; affiliated with Shenandoah, Roanoke, and Burrell 
Memorial hospitals; died Jan. 29, aged 67, of acute coronary 
occlusion. 


Wilson, Isam Elijah, Merchantville, N. J.; Howard University 
College of Medicine, Washington, D. C., 1915; died in Our 
Lady of Lourdes Hospital in Camden Dec. 22, aged 72, of 
cerebral hemorrhage. 


Wilson, Richard Maskrey ® Martins Ferry, Ohio; University of 
Pennsylvania School of Medicine, Philadelphia, 1930; affiliated 
with the Martins Ferry Hospital; died Jan. 21, aged 49, of heart 
disease. 


Wolford, Arthur Franklin © Chicago; Reliance Medical College, 
Chicago, 1910; Bennett Medical College, Chicago, 1911; on the 
staffs of the Chicago Lying-in Hospital and Woodlawn Hospital, 
where he died Feb. 21, aged 68, of arteriosclerotic heart disease. 


Yount, Clarence Edgar ® Prescott, Ariz.; Georgetown Univer- 
sity School of Medicine, Washington, D. C., 1896; past president, 
secretary, and treasurer of the Arizona State Medical Associa- 
tion; served as secretary-treasurer of the Yavapai County Medi- 
cal Society, of which he was president in 1909; affiliated with 
Yavapai Community Hospital; fellow of the American College 
of Surgeons; died March 10, aged 80, of coronary thrombosis. 
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GOVERNMENT SERVICES 


ARMY 


Research Physician Wanted—A government research center 
desires to employ a physician for research work involving in- 
fectious diseases and offering excellent clinical and immunologic 
research opportunities. Experience and training. in internal 
medicine and infectious diseases is desirable but not essential. 
Interested physicians should apply, giving full particulars, to the 
Civilian Personnel Officer, Camp Detrick, Frederick, Md. 


PUBLIC HEALTH SERVICE 


New Chief of Neuroanatomic Laboratory.—William F. Win- 
dle, Ph.D., has been appointed chief of the Laboratory of Neuro- 
anatomical Sciences of the National Institute of Neurological 
Diseases and Blindness. He will be responsible for the guidance 
and planning of the fundamental research program in neuro- 
anatomy and will be able to continue his investigations into the 
problem of nerve regeneration. Dr. Windle was previously scien- 
tific director of the Baxter Laboratories, Morton Grove, IIl. 
Prior to 1952, he was chairman of the department of anatomy 
of the University of Pennsylvania (1947-1951), a position he 
had held earlier at the University of Washington. Previously, he 
was director of the Institute of Neurology at Northwestern Uni- 
versity. 


Refuse Disposal and Trailer Court Sanitation—Two addi- 
tional publications in the field of environmental health are 
being issued by the Public Health Service. Both publications 
were written by the division of sanitation and by industrial 
groups and published by outside organizations without cost 
to the taxpayer. 

“Refuse Collection and Disposal for the Small Community,” 
a joint report of the Public Health Service and the American 
Public Works Association, printed by the latter, is concerned 
with the prevalence of the open dump, particularly among 
communities of 25,000 population or less. The new publica- 
tion provides local officials with a sound guide to modern 
methods of refuse disposal and is expected to accelerate the 
trend away from open dumping. It will also help attack the 
practice of feeding garbage to hogs, another method of dis- 
posal that, unless properly safeguarded, leads to trichinosis 
in human beings. This practice was also largely responsible 
for the recent disastrous epidemic of vesicular exanthema 
among swine. The new pamphlet can be purchased from the 
American Public Works Association, 1313 East 60th Street, 
Chicago, Ill. The second new manual is “Trailer Court Sani- 
tation,” which, although an official document of the Public 
Health Service, was printed and largely distributed as a public 
service by the Trailer Coach Manufacturers Association, now 
the Mobile Homes Manufacturers Association. 

Federal, state, and local health agencies recognize a threat 
to public health in trailer courts that are operated and main- 
tained in an insanitary manner. The 29-page manual outlines 
minimum specifications for trailer court sites, service buildings, 
water supply, sewage disposal, safety regulations, and other 
standards, all of which have been reviewed by the Conference 
of Municipal Public Health Engineers from the local view- 
point. It also contains suggested ordinances and regulations 
for local adoption. Copies may be obtained from the Mobile 
Homes Manufacturers Association, 20 North Wacker Drive, 
Chicago 6, Ill. 


VETERANS ADMINISTRATION 


Rehabilitation of Veterans.—The Vcterans Administration an- 
nounces that Public Law 16, a federal law, has enabled nearly 
two-thirds of a million disabled veterans to train for useful, 
productive lives. The VA said this law has demonstrated that 
veterans with virtually every type of disability can be re- 
habilitated successfully. So far, 602,000 disabled World War II 
veterans have trained for jobs they can hold despite their handi- 
caps. Another 13,000 veteran-trainees suffered their disabilities 
after the outbreak of hostilities in Korea. 

A VA survey showed that 37% of all Public Law 16 trainees 
had disabilities of the limbs; another 25% suffered mental ill- 
nesses, brain injuries, epilepsy, and similar disorders; 8% have 
had respiratory ailments; 6% heart or blood vessel conditions; 
5% ailments of the digestive system; 3% hearing difficulties or 
diseases of the ear; 2% were blind or had eye diseases; and 
the remaining 13% encompassed a wide variety of other dis- 
abilities. 

The objectives for which these veterans trained range from 
atomic physics to airplane mechanics. According to another 
VA study, 35% of the disabled veterans trained for professions 
and for top-level managerial jobs. Thirty-eight per cent enrolled 
in trade and industrial courses; 14% trained in agriculture; 6% 
for sales jobs; 5% for clerical positions; and 2% for service 
occupations. 

The Public Law 16 training program for World War II 
veterans comes to an end on July 25, 1956. For veterans dis- 
abled since fighting started in Korea, the program will not end 
until nine years after the conclusion of the present emergency 
period—a date yet to be established. 


Domiciliary Facilities —The new director of Veterans Adminis- 
tration domiciliary facilities and centers for disabled veterans is 
Mr. Marvin A. Chapman, a veteran with Marine Corps combat 
service in World War II and the Korean conflict. The domiciliary 
program is designed under law to provide a “home” for those 
eligible veterans who have disabilities that incapacitate them 
so that they cannot earn a living and who require minimal 
medical attention. The VA maintains 17 such “homes” through- 
out the nation in which about 17,300 eligible veterans are cared 


for. 


Personal.—Dr. J. Melvin Boykin, chief, professional services, 
Veterans Administration hospital, Richmond, Va., has been 
named manager of the VA hospital at Lincoln, Neb., succeed- 
ing the late Dr. Harry A. Scott. The hospital is a 280-bed 
general medical and surgical facility. 


MISCELLANEOUS 


Conference on Migrant Families—A conference will be held 
in Washington May 17 to 19 to discuss needs of migrant families 
and their children, the U. S. Department of Health, Education, 
and Welfare announces. The Field Foundation is helping to meet 
conference expenses. States that have been asked to send their 
health, education, and welfare representatives are New York, 
New Jersey, Pennsylvania, Delaware, Maryland, Virginia, North 
Carolina, South Carolina, Georgia, Florida, and Alabama. 
Through these states the east coast migratory stream passes. 
The governors of the eleven states are being asked to cooperate 
and support the conference. Representatives of the United States 
departments of labor and agriculture, as well as of national or- 
ganizations with active programs for migrant families, also are 
being invited. 
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FOREIGN LETTERS 


DENMARK 


Medieval Skeletons of Persons with Leprosy.—The Danish 
Science Press published in 1953 a book entitled “Ten Lepers 
from Naestved in Denmark. A Study of Skeletons from a 
Medieval Danish Leper Hospital.” It tells of a Danish physician 
who, in spite of a large general medical practice, found time to 
indulge in the rare hobby of delving into medieval graves and 
subjecting the skeletons he found to modern anthropological 
tests. Dr. Mdller-Christensen has spent several years on this 
work in the course of which he has examined about 200 skeletons 
in an area where an important leprosarium functioned in the 
Middle Ages. The church yard of this hospital is estimated to 
contain about 1,000 skeletons of bodies buried at some time 
between 1250 and 1550. The friendly cooperation of a man 
farming the land in this area has enabled the author to pursue 
his studies under exceptionally favorable conditions. Most of 
these skeletons presented evidence of leprosy. Indeed, with so 
much evidence of leprosy and so little evidence of other diseases 
such as tuberculosis and syphilis, Dr. Mdller-Christensen is 
tempted to challenge the theory postulating that a goodly pro- 
portion of the inmates of medieval Danish leprosariums suffered 
from various chronic diseases other than leprosy. Though quite 
curious changes were found in the bones of the limbs, such as 
atrophy of the bones of the fingers and toes and remarkably 
deep vascular furrows on tibias and fibulas, the most interesting 
discoveries concerned the bones of the skull, notably the upper 
jaw. Here atrophy of the spina nasalis anterior was a common 
finding that with other changes must have contributed greatly 
to giving the characteristic facies leprosa. Dr. MOller-Christen- 
sen’s findings should form a valuable background for the 
investigation of clinical and radiological data concerning the 
bones of persons with leprosy now. Bergen, Norway, is, however, 
the only Scandinavian town in which there are even a small 
number of persons with leprosy. Here Dr. MGller-Christensen’s 
observations are being checked by a pathologist, Prof. Erik 
Waaler, and a clinician, Dr. Reidar Schéyen-Melsom, who is in 
charge of the Leper Hospital in Bergen. Dr. MGller-Christensen 
has dedicated his book to the memory of three Norwegian 
physicians whose names are associated with leprosy—Dr. D. C. 
Danielssen, Dr. C. W. Boeck, and Dr. G. Armaur Hansen. 


Diphtheria Carrier Problem.—Diphtheria vaccination, at present 
voluntary in Denmark, has not yet solved all the problems of the 
chronic carrier. This is emphasized by the incidents recorded 
by Dr. S. E. Kofoed in Ugeskrift for laeger, Feb. 25, 1954. In 
the fall of 1951, two adults in the same household died of 
diphtheria. A housekeeper in the same household, a woman 
aged about 50, was found to be a carrier of the gravis type of 
diphtheria bacillus. The whole family was admitted to hospital 
in December of the same year, and all its members, with the 
exception of the housekeeper and her granddaughter, aged 8 
years, were rid of their diphtheria bacilli. Both these carriers 
were kept in the hospital from December until the end of April, 
1952, and every effort was made to cure their carrier state 
(chemotherapeutics, x-rays, tonsillectomy, adenotomy, and spe- 
cial treatment for a gravis infection of the nose, throat, and one 
ear). These measures having failed, both carriers were dis- 
charged. Efforts were then made to secure the effective im- 
munization of all their neighbors and other contacts against 
diphtheria and the housekeeper was given financial aid to ensure 
a mode of life calculated to prevent the infection of others. 
Both carriers were urged not to contact nonimmunized persons, 
but, late in 1953, a 7-year-old boy spent two days in the home 
of the granddaughter and died shortly afterward of a fulminating 
form of diphtheria. This chain of events suggests that diphtheria 
carriers cannot be trusted to take the necessary steps to prevent 
infection. Dr. Kofoed suspects that the greater the extent to 
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which a community is immunized against diphtheria, the greater 
is the danger to the few who are not immunized. He favors 
the ruling that no child should be admitted to a school or 
other institute for children before being immunized against 
diphtheria. 


Legal Liability for a Tuberculous Infection.—A lawsuit, finally 
settled in a Danish high court of appeal in December, 1953, 
does not give a favorable impression of the mentality of a 
compensation-hungry litigant. A farmer, registered as the owner 
of a tuberculosis-free herd of cattle, found in 1948 that 11 of his 
cattle reacted to tuberculin because of an infection with tubercle 
bacilli of the bovine type. This infection was traced to a car- 
penter who had frequented the farmer’s precincts and who 
suffered from pulmonary and renal tuberculosis of the bovine 
type. The carpenter died in 1949, and the farmer sued his widow 
for 10,824 Danish crowns plus accumulated interest on this sum. 
In the first instance, the claimant won his case on the assumption 
that the carpenter had been negligent in taking precautions 
necessary to the prevention of infection. An appeal was made 
to a Danish high court against this verdict, the defendant's 
claim being that the carpenter may not have known that he was 
suffering from tuberculosis of the bovine type at the time he 
infected the farmer's cattle. It was also argued that the carpenter 
may not have been given definite instructions by his physician 
on how to prevent infection. These arguments were successful 
in reversing the judgment of the lower court. Meanwhile the 
carpenter's widow had also died. In his comments on this case 
in Ugeskrift for laeger, Feb. 11, 1954, Dr. Hans Heckscher 
points out how the public in general and physicians in particular 
had been saved from a legal verdict that, if confirmed on appeal, 
would have put a premium on compensation-hunting at the 
expense of physicians and patients suffering from tuberculosis. 


ENGLAND 


Royal College of Physicians Criticizes National Health Service. 
—The Guillebaud Committee was recently appointed to inquire 
into the mounting cost of the National Health Service, which 
now stands at about £500,000,000 ($1,400,000,000) annually. 
The committee obtained the views of the Royal College of 
Physicians. Far from telling the committee how to save money, 
the college doubts that an efficient service can be run on 
$1,400,000,000 annually. It states that far more than this would 
be needed if many of the existing hospitals were modernized 
and efficiently equipped and more were done for the mental 
hospitals and institutions for mentally ill persons. In the opinion 
of the college, the standard of provision for the mentally sick 
and mentally deficient is far below the standard of other social 
provisions and a dangerous situation is arising in which the 
supply of nurses to care for mental patients is beginning to dis- 
appear. This can only be remedied by spending more money. 
Other features of the National Health Service, including the 
establishment of consultant and specialist services, require the 
expenditure of more and not less money. Because a perfect 
medical service cannot be maintained on the present expendi- 
ture, the college considers that the nation must decide what 
proportion of the national income it is prepared to spend on 
medical care, and that the National Health Service should then 
be left to do the best it can with this sum. 


The college further states that the existing method of financ- 
ing in the hospitals favors the hospital that wastes, is inefficient, 
or asks for too much. As things stand now the annual allow- 
ance is based on previous expenditure; a hospital is thus en- 
couraged to spend as much as it can in any one year, so that 
it can obtain the same allowance subsequently. This system, 
derived from Government departments, is not suitable for con- 
trolling the expenditure of medical service and has removed 
incentives to economy and encouraged expenditures on non- 
essentials, The college points out that hospital care is costly 
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and that the aim should be to treat the patient at the general 
practitioner level and not to encourage hospitalization as is 
done at present. The British public has come to believe that all 
but the most trivial ailments need the attention of the hospital 
specialist, but the introduction of new and effective remedies 
and the access to pathological and radiological departments by 
the general practitioner should enable him to diagnose and treat 
more and not fewer patients. Criticisms are also leveled at the 
exorbitant charges made to private patients in the hospitals. 
“Many potential paying patients are now deterred by the un- 
necessarily high charges made, and accordingly enter the ordi- 
nary beds where they are treated free. If pay-beds were re- 
garded as a business proposition, the service would encourage, 
rather than discourage, people who want to pay for themselves.” 

The college does not think that physicians should become 
full-time servants of the state because their independence is 
fundamental, and full-time service would compromise this. The 
college is apprehensive that the National Health Service might 
impose a dead level of uniformity in British medicine. In some 
of its institutions, the National Health Service must afford con- 
ditions in which medicine at the most advanced level can be 
practiced; otherwise British medicine will go into a slow de- 
cline. The College of Physicians has not been very helpful so 
far in suggesting economies in the health service. 


Salmonella in Duck Eggs.—In a report on the incidence of 
Salmonella in duck eggs made during the three years 1950- 
1952 by the Salmonella subcommittee of the Public Health 
Laboratory Service (Monthly Bulletin of the Ministry of Health, 
13:38, 1954), it is estimated that the infection rate of eggs was 
about 0.15%. In 483 examinations including 1,263 eggs ob- 
tained from shops, only a single infection due to S. typhi- 
murium was detected. In 3,934 examinations including 12,299 
eggs from packing stations, 26 isolations of Salmonella were 
made—3 of S. pullorum, 2 of S. enteritidis, and 21 of S. 
typhimurium. Salmonella infection in duck eggs was present 
in 7 of 421 farms examined in 1951 and in 3 of 169 farms 
examined in 1952. Because of their relative cheapness, duck 
eggs may be used by canteens or institutions in the preparation 
of foods to be eaten by a large number of persons. (In the 
Monthly Bulletin {13:12, 1954], it was reported that, in 1951- 
1952, of the 87 outbreaks of food poisoning due to S. typhi- 
murium in which the vehicle of infection was noted, 33, or 
38%, were associated with eggs, mainly duck eggs.) Attention 
is drawn to the danger in such circumstances of uncooked or 
partially cooked foods, such as mayonnaise, custards, custard 
fillings, and meringues, as “not only will the salmonellae not 
be killed, but the temperature used may lead to an increase in 
their number, resulting in a serious attack of food poisoning. 
: Duck eggs eaten fried, poached, lightly boiled, or in 
omelettes will not be sufficiently heated to kill Salmonella, and 
may cause sporadic infections.” The Ministry of Health recom- 
mends that duck eggs be immersed in boiling water and that 
boiling be maintained for 15 minutes. It is recommended that 
no duck eggs, either alone or mixed with hen eggs, be used 
except for the preparation of foods requiring a long period of 
cooking at a high temperature. An appeal is made for further 
study of the natural history and control of Salmonella infec- 
tions in ducks. 

In the same issue of the Monthly Bulletin of the Ministry 
of Health, C. R. Murdoch reports his findings during the three 
years 1951-1953 in the examination of 249 batches of duck 
eggs and 1,010 batches of hen eggs at a factory in northern 
Ireland for processing of eggs into liquid form. Of the 249 
batches of duck eggs, 120 (48.2%) contained Salmonella, com- 
pared with only 21 (2.1%) of the batches of hen eggs. S. 
typhimurium, S. enteritidis var. jena, and S. pullorum were 
isolated from both duck and hen eggs, but S. typhimurium was 
by far the commonest type. S. thompson was also isolated from 
hen eggs. It is recommended that “any product of shell egg, 
hen or duck, liquid or frozen, should be subjected to adequate 
sterilization before being used for human consumption.” 


Isolation of Intrinsic Factor.—In the Lancet (1:497, 1954), 
A. L. Latner and associates report that they believe that they 
have isolated intrinsic factor in gastric juice in a satisfactorily 
pure state and that it is mucoprotein in nature. Previously a 
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method had been described for the preparation of intrinsic 
factor concentrate from human gastric juice by a technique of 
preparative paper-strip electrophoresis. It is now reported that 
active mucoprotein has been isolated from the crude extract 
without preparative electrophoresis. In the first place, most of 
the intrinsic factor activity can be extracted by a suitable buffer 
solution at pH 6.35. The active fraction is easily soluble at pH 
2. Chemical analysis has shown a close similarity between the 
material and the active fractions obtained previously by electro- 
phoresis. The new material is highly effective in diminishing the 
fecal excretion of radioactive vitamin B:, administered orally 
and is about 15 times more active than fraction B obtained by 
ammonium sulfate precipitation of hog stomach mucosal ex- 
tract. Ultracentrifugal examination shows that it contains a 
small amount of protein of high molecular weight that forms 
a sediment rapidly. The remaining material, representing 95% 
of the original, appears to be homogeneous and has a molecular 
weight below 20,000. Analytical data suggest a molecular 
weight of the order of 15,000. The authors conclude that “We 
have thus obtained, by different procedures, active fractions 
resembling one another very closely. The similarity relates to 
chemical analysis, behaviour during electrophoresis, and bio- 
logical activity. We regard these facts taken together with the 
ultracentrifuge data as evidence of chemical purity.” 


Carbon Dioxide Abreaction in Murder Trial.—A recent murder 
trial was the first occasion in which abreaction induced by 
oxygen and carbon dioxide has been used in a case in which 
a plea of insanity was entered to a charge of murder. The ac- 
cused, a 35-year-old man who was charged with murdering a 
woman by stabbing her 60 times with a knife, was found guilty 
of murder but insane at the time of committing the act. One 
of the physicians called for the defense reported that, while the 
prisoner was in prison and in the presence of the prison medical 
officer, he had received oxygen and 30% carbon dioxide. The 
physician had intended to create an abreaction by pushing the 
administration of the gas to a point bordering on unconscious- 
ness. He failed, however, to restore the prisoner’s memory of 
the actual stabbing or of what happened immediately after- 
ward. The inference was that the accused was deranged at the 
time of the murder. The prison medical officer present at the 
abreaction contended that the accused was not insane at the 
time of the crime, and he expressed the view that the accused 
was deliberately withholding information while the gas mix- 
ture was being administered. It was stated that the Home Office 
had given permission for the procedure to be carried out on 
the condition that the prisoner volunteered and that nothing 
was done that might incapacitate the accused when he appeared 
for trial. It is interesting to note that in his summation the 
judge told the jury they could dismiss the test from their minds 
because it yielded nothing. 


Corticotropin Zinc Phosphate.——A recent issue of the Lancet 
(March 13, 1954) contains four papers reporting that “corti- 
cotropin preparations with increased and prolonged action are 
obtained by combining zinc phosphate or zinc hydroxide in 
aqueous solutions of corticotropin at pH values about neu- 
trality. In this way about 99% of the total activity is pre- 
cipitated, forming easily injectable suspensions. These prepara- 
tions show prolonged and/or increased activity in the liver 
glycogen test on rats that have had hyphosectomy, in the 
eosinophil test in dogs, and in the thymus involution test.” One 
of the clinical reports, based on six cases, concludes that the 
combination of corticotropin with zinc phosphate “provides an 
easily injectable preparation whose effects judged by ameliora- 
tion of symptoms and by an increase in the urinary excretion 
of 17-ketosteroids lasts from one to three days. . . . No side- 
reactions were experienced.” & 


Pediatric Liaison with Uganda.—Details have just been an- 
nounced of the arrangements that have been completed for a 
close association between the Hospital for Sick Children, Great 
Ormond Street, and the medical faculty of Makerere College, 
Kampala, Uganda. Each year a senior member of the staff of 
the hospital will spend several weeks at Kampala. Starting in 
the fall, a senior medical registrar will spend two years in 
Kampala working in pediatrics on the staff of the professor of 
medicine at Mulago Hospital and holding the rank of a special- 
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grade medical officer in the Uganda Medical Service. One, or 
possibly two, nurses will be appointed to staff the children’s 
ward at Mulago Hospital; one nurse has already left for 
Kampala. There are many who hope that this move will en- 
courage the Ministry of Health and the Colonial Office to take 
more active steps to encourage the appointment of registrars 
and junior consultants to the colonies for periods of up to six 
years. 


Cobalt “Bomb” for Holland.—Two cobalt “bombs,” contain- 
ing radioactive cobalt, were sent from London to Holland on 
March 16 for use in Dutch hospitals. Although each bomb 
weighs over a ton, the bulk of the weight is made up by the 
protective lead containers. The Department of Atomic Energy 
stated that these bombs contain the largest sources of radio- 
activity ever produced in Britain for medical use. The radiation 
emitted by the bomb is equivalent to that from about 300 gm. 
of radium, which would cost over 5.5 million dollars, against 
$1,400 to $1,700 for the cobalt. Cobalt 60 is in use at the Royal 
Cancer Hospital, London, University College Hospital, London, 
the Sheffield Radiotherapy Center, and Leeds General Hospital. 
Other units in the country will soon be receiving it. 


Cadet Nursing Scheme.—The Liverpool Regional Hospital 
Board has approved a scheme that provides that boys and girls 
who wish to enter the mental nursing profession and who are 
unable to enroll as students until they have attained the age 
of 18 years can go directly from school to the hospital service. 
While cadets will not be employed in wards until they are 18, 
they will be introduced to the hospital life by working in suit- 
able departments, and they will become familiar with the de- 
tails of hospital routine. Further education will be provided 
without charge to the cadets at a neighboring college for higher 
education. 


Death of an Editor.—When Dr. N. Gerald Horner died at the 
age of 72 on March 7, 1954, medical journalism lost a man 
who did much to maintain the standards of medical writing in 
this country. He spent practically 30 years on the editorial staff 
of the British Medical Journal and was its editor from 1928 
to 1946. Before this, he was assistant editor of the Lancet from 
1911 to 1915, 


ISRAEL 


Meeting of Israel Society of Microbiology.—The 10th meeting 
of the Israel Society of Microbiology took place in Jerusalem 
in March, 1954. The society has now about 200 members, most 
of them graduates of the Hebrew University. The discussions 
dealt with important diagnostic problems. In a special meeting 
it was agreed that standard suspension for serologic diagnosis 
of the enteric infections should be supplied to all laboratories 
of the country by the central laboratories of the Ministry of 
Health in Jerusalem, while the standard suspension for the 
diagnosis of brucellosis will be supplied by the veterinary 
laboratory of the Ministry of Agriculture in Tel-Aviv. Drs. 
N. Goldblum and E. Olejnik read papers on recent progress in 
research on active and passive immunization against polio- 
myelitis. Dr. H. Bernkopf reported experiments on the neutral- 
izing effect of human serums on the virus grown in tissue 
cultures. A small pilot plant for the manufacture of gamma 
globulin has been established. Great progress had been made in 
the last two years in the diagnosis of virus diseases hitherto 
unknown in Israel. An acute infectious disease was identified as 
West Nile fever, and its transfer by Culex molestus was proved 
by Bernkopf, Goldblum, a thers. Organisms of the ornithosis 
group were isolated in pneumonias of infants. Antibodies 
against these organisms were found in adult serums by Elizur, 
Bernkopf, and Wolman. An acute disease in the vicinity of 
Tel-Aviv was identified as murine typhus, while the specific 
complement fixation did not prove the presence of Brill’s disease 
(typhus fever), which might be expected in Israel considering the 
large number of immigrants from Eastern Europe. In the section 
of enteric diseases W. Hirsch reported numerous infections of 
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turtles by Salmonella organisms. These symptomless infections 
were found in turtles living in freedom and also in those kept 
in houses. The author concluded that a turtle is not a suitable 
pet for children. The central laboratory for epidemiology in 
Tel-Aviv was opened a year ago. Dr. Olejnik, its chief, reported 
the results obtained during the first year on the phage typing 
of typhoid bacteria. The existence of numerous phage types 
should be presumed since more than one million persons from 
all over the world have immigrated into Israel in recent years. 
By this method a thorough investigation is being performed to 
determine the connection of cases caused by the same phage 
type. 

A bioassay was reported by Grossowicz, Aronovitch, and 
Rachmilewitz for the quantitative determination of vitamin Bis. 
This method, in which the Escherichia coli mutant strain is used 
on a special culture medium, will be important in clinical re- 
search, since the results are already available within two days, 
instead of, as formerly, in seven to nine days. The values ob- 
tained from the serums of healthy persons were 0.28 to 0.9 
mcg. per cubic centimeter, with a mean value of 0.53 mcg. In 
patients with pernicious anemia in relapse, values ranging from 
0.08 to 0.25 mcg. were found. 


Brucella Abortus.—At a symposium on medical research held 
in the Hebrew University Hadassah Medical School, A. L. 
Olitzki reported that he had isolated a streptomycin-dependent 
mutant of Brucella abortus. With a living vaccine prepared from 
this mutant he was able to immunize laboratory animals against 
brucellosis. In a relatively short time the streptomycin-dependent 
micro-organisms disappear from the infected host because they 
have not the main growth factor, namely, the streptomycin, at 
their disposal. These bacteria also disappear within four to six 
weeks from the organs of infected animals without enlargement 
of the spleen, as is the case with virulent brucella organisms. 
Animals reinfected with virulent micro-organisms showed an 
effective immunity. Recently similar experiments were carried 
out on human volunteers, and Olitzki and Sulitzeanu reported 
in Harefuah, December, 1953, that a group of six volunteers 
received for the first time living streptomycin-dependent Bru- 
cella organisms subcutaneously in doses up to 5 billion micro- 
organisms without any harmful side-effect. The antibody for- 
mation in the serums of these persons varied according to the 
quantities of micro-organisms administered. Immunization with 
living Brucella dependent on streptomycin may advantageously 
be applied to laboratory workers, veterinarians, butchers, and 
workers in dairy farms or in factories for tinned meat, etc. A 
streptomycin-dependent strain of Brucella melitensis, isolated by 
Elberg and Herzberg in California, has an immunizing effect 
similar to the Brucella abortus strain isolated in Jerusalem. 


Magen David Adom to Open Blood Plant.—The cornerstone of 
a blood fractionating and plasma dehydrating plant was laid by 
Mrs. Chaim Weismann, in Tel-Aviv, in March, 1954. The plant 
is being built by the Magen David Adom Society and Friends 
of the Magen David Adom in the United States and South 
Africa. The institute is to be named after Col. David Marcus, 
the American officer killed during the War of Liberation. Dr. 
Y. Kott stressed the importance of the blood plant by pointing 
out that, during the War of Liberation, blood plasma had to be 
flown from abroad by special aircraft. The institute is to begin 
operations by concentrating on the drying and storing of plasma 
and will later produce gamma globulin and other blood de- 
rivatives. 


Szold Prize for Medicine and Hygiene.—Prof. Bernhard Zondek 
has been awarded the Tel-Aviv Municipality Henriette Szold 
prize for medicine and hygiene. This was the fifth distribution 
of the award and marked this year’s celebration of “Hebrew 
Medicine,” coinciding with the 750th anniversary of the death 
of the Rambam ané the 100th anniversary of the birth of Prof. 
Paul Ehrlich. Professor Zondek, born in Germany in 1891, 
headed the gynecological department and maternity ward of 
the Berlin-Spandau Hospital in 1929. Arriving in Israel in 1933, 
he became head of the gynecological department and director 
of the Hadassah Laboratory for Hormone Research, attached 
to the Hadassah University Hospital in Jerusalem. 
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CORRESPONDENCE 


GASTRIC ULCER 

To the Editor:—The editorial in the Feb. 27, 1954, issue of 
THE JOURNAL concerning the treatment of gastric ulcer con- 
tains several fundamental statements that, in my opinion, are 
incorrect and 1 think should not go unchallenged, because 
they represent a backward step in the modern concept of the 
best method of handling persons with such lesions. The state- 
ment is made that medical treatment was effective in 84% 
of a large series of patients with gastric ulcer and that, in 
the 16% requiring operation, the mortality was high. Ample 
statist'cs are available to substantiate the belief that neither 
of these statements is correct. In a five-year follow-up of a 
series of 414 cases of small ulcerating lesions of the stomach, 
reported from the Mayo Clinic (Cain, J. C.; Jordan, G. L., Jr.; 
Comfort, M. W., and Gray, H. K.: J. A. M. A. 150:781 
[Oct. 25] 1952), it was found that relief of symptoms was 
satisfactory in only 20.5% of cases. Reports of other series 
of cases, smaller in number but equally well followed, em- 
phasize the unsatisfactory end-results from medical treatment 
of this condition. Mortality following elective resection of 
the stomach for gastric ulcers in competent hands is not over 
5%, and, many times, it is much lower. Statistics such as 
these are available to anyone who takes the time and makes 
the effort to look them up. In the last 200 consecutive resec- 
tions for this condition at the Straub Clinic, the mortality has 
been 1%. It is recognized by everyone familiar with this 
type of surgery that results following gastric resection for 
gastric ulcer are, in general, exceedingly gratifying. One of 
the reasons for this, and one that the medical profession in 
general is not aware of, is the almost complete lack of stomal 
ulcer after resection for this condition. 


The editorial leaves the impression that it is generally 
agreed that an error of not over 6% should cccur in dis- 
tinguishing between a benign and a malignant ulcerating gas- 
tric lesion, providing all signs and symptoms, together with 
the effect of adequate medical treatment in doubtful cases, 
are properly evaluated by those with specialized skill. Admit- 
tedly, if this method of procedure is carried far enough, there 
should be 100% ability to differentiate a malignant from a 
benign lesion. The sad part about any such method of ap- 
proach to this problem is the fact that, while such attempts 
at differentiation are being made, the patient is very rapidly 
losing any hope for cure or for any long period of palliation 
by surgery if the ulcer ultimately proves to be a malignant 
one. The fact remains that no one can say with certainty 
whether a small ulcerating lesion of the stomach is benign 
or malignant by any method of examination now available, 
certainly not at a time when surgery offers the greatest hope 
for cure. Current literature abounds in statistics pointing out 
that such small ulcers ultimately prove to be malignant in 10 
to 20% of cases. Certainly the deplorable results following 
any method of therapy to date for cancer of the stomach 
should stimulate everyone to see that such patients reach the 
surgeon in the incipient stage of the disease while hope yet 
remains for cure. 

If to these enumerated facts are added the serious complica- 
tions that not infrequently accompany the conservative man- 
agement of gastric ulcers, such as hemorrhage, perforation, 
obstruction and intractability, it would seem obvious that 
there is no place for conservatism in persons with such lesions 
who are good surgical risks. I heartily disagree with the 
statement that “The dictum that all gastric ulcers should be 
removed when the diagnosis is established is rapidly losing 
its authority, as most internists and surgeons favor at least a 
preliminary trial of medical management during a few weeks 
or months and some favor continuing medical treatment.” It 
has been my observation that persons with the widest experi- 
ence and greatest discernment are becoming more firmly con- 


vinced than ever that all ulcerating lesions of the stomach 
harbor too many potential dangers to permit their being 
treated by any type of appeasement. 


J. E. Strope, M.D. 

Straub Clinic 

Kapiolani St. at Thomas Sq. 
Honolulu 14, Hawaii. 


OF FIRES AND FRYING PANS 

To the Editor:—One out of every five men over 50 years of 
age has carcinoma of the prostate. The growth of carcinoma 
of the prostate is stimulated by testosterone. Does more need 
to be said? Do we need to undertake a detailed consideration 
of the advisability of giving men over 50 a medicament that 
is possibly, probably, or potentially harmful to 20% of them? 
Apparently, the answer is yes. Four times in this past week 
we have received advertising folders from pharmaceutical 
firms highly recommending that we so prescribe for our pa- 
tients. Testosterone has been advocated for some time for a 
rather vague group of conditions in older men, and recently 
there has been a wave of enthusiasm for a combination of 
androgenic and estrogenic substances presumed to provide a 
“balanced” hormanal therapy especially beneficial in geriatric 
practice. 

Concerning estrogens, it seems fair to say that the adminis- 
tration of as little as 0.25 mg. of diethylstilbestrol (stilbestrol) 
will favorably retard the development of a majority of prostatic 
cancers. This beneficial effect may be neutralized by the 
administration of 10 mg. of testosterone. Presumably the re- 
verse is true, and the carcinoma-stimulating effect of the an- 
drogen may be counteracted by the presence of an estrogen. 
Th:s, however, to our minds, is at best a speculative thing, 
and in the absence of compelling reasons for giving androgens 
to men over 50 we feel it is better avoided, no matter how 
well it is buffered or counterbalanced. To us, the danger 
seems especially marked because androgens and androgen-es- 
trogen combinations are being advocated for such a variety of 
ill-defined disorders that they might seem almost universally 
applicable. To quote from one such current advertisement, the 
capsules are “recommended for the post-menopausal woman 
and men over 50. Specially formulated to meet their particular 
needs, they provide steroids and nutritional factors to effec- 
tively counteract waning sex hormone function and dietary in- 
adequacy as well as to maintain the integrity of general meta- 
bolic processes. . . .” Another states profoundly, “the combined 
use of these two hormones is being recommended for their 
protein anabolic function; for the treatment of fractures and 
Osteoporosis in either sex; for control of functional uterine 
bleeding and other conditions associated with ovarian dys- 
function. For the treatment of male and female climacterics; 
for the treatment of chronic malnutrition and wasting illnesses; 
in geriatrics, for the improvement of the general tone of 
muscle and other tissues.” 

Despite the happy prospect of bolstering up a few sagging 
metabolic processes or doing a little diffuse toning up of 
tissues here and there for our patients over 50, we are dis- 
inclined to reach for the prescription pad in response to these 
rather sweeping claims. We still say, except in very special 
cases, no androgens for males over 50, and we think these 
substances ought to be kept out of vitamin pills. 


RussELL B. Rorn, M.D. 
ELMER Hess, M.D. 

ANTHONY F. Kaminsky, M.D. 
501 Commerce Bldg. 

Erie, Pa. 
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The following paper is one of a series of six special articles 
dealing with the role of the individual physician in medical civil 
defense planning and operations. 

C. JosEPH STETLER, Secretary. 


CIVIL DEFENSE RESPONSIBILITIES OF PHYSICIANS 
Edgar M. Dunstan, M.D., Atlanta, Ga. 


At present there may be some doubt as to where the initial 
responsibility lies for recruiting physicians and allied profes- 
sional personnel for the vital work of civil defense. There is no 
question, however, as to where the ultimate responsibility lies, 
namely, deep down in the conscience of the individual physician. 

The inescapable civil defense responsibilities of physicians 
may be classified briefly as follows: (1) to know the special 
medical problems in connection with special weapons defense; 
(2) to be thoroughly familiar with the state and local civil 
defense health services plans and their integration with other 
civil defense services and to volunteer for the civil defense health 
services corps or its equivalent; to learn not only one particular 
civil defense job well but as many other jobs as possible in 
preparation for the high casualty rate expected among physi- 
cians; (3) to engage intensively in the training of allied pro- 
fessional personnel, such as dentists, veterinarians, and others, 
in casualty handling in emergencies; (4) to see that the profession 
as a whole assumes the responsibility for the training of the vast 
number of nonprofessional health workers who will be needed 
in case of atomic disaster; in this connection, to encourage 
women’s auxiliaries to assume leadership in first-aid teaching 
and in liaison work; and (5) to inform patients and the popula- 
tion at large of the true facts about atomic, biological, and 
chemical warfare, stressing the effective defense measures avail- 
able and thus contributing to avoiding panic later. 


ACTIVITIES OF THE COUNCIL 

Physicians as a group were the first to recognize and call 
attention to the urgent need and absolute necessity for civil 
defense on a nationwide basis and to realize that this need 
would continue indefinitely. The public instinctively expects 
physicians to play a leading role in this connection and derives 
much peace of mind in this assurance. The American Medical 
Association considered these and related important responsibili- 
ties thoroughly and, at the June, 1947, meeting of the House of 
Delegates, authorized the Board of Trustees to appoint a Council 
on National Emergency Medical Service, which would have civil 
defense as one of its major assignments. The activities of this 
Council in this connection are well known. These activities are, 
in a sense, three-dimensional: keeping the individual members 
of the profession informed, serving as a source of guidance for 
medical and health organizations, and closely cooperating with 
federal authorities in civil defense. The Council has sparked, 
furnished guidance, and been closely connected with all im- 
portant steps in the development of over-all civil defense medical 
service plans, recognizing always that local situations will call 
for minor changes and adaptations in these plans. It keeps the 
proper persons informed of developments by arranging periodic 
conferences and by sending printed material and is ready at all 
times to consult on problems that may come up in this con- 
nection. 

Basic Premises for Planning.—Realizing that physicians are 
the key persons in the civil defense health services set-up and 
that without them these cannot function, the Council has been 
concerned with certain basic principles in the utilization of 
medical manpower and related problems to protect an already 
greatly overburdened profession. The magnitude of the man- 
power problem comes into focus when it is realized that one 
single atom bomb may cause 60,000 or more casualties. Ob- 





Consultant, Council on National Emergency Medical Service, Ameri- 
can Medical Association. 
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viously, therefore, 75% or more of the care of these casualties 
will have to be done by nonprofessional personnel who are not 
now employed in health work. Physicians, of course, will have 
to direct their training. 

The first basic principle applies to civil defense in general and 
assumes that the primary responsibilities of each citizen in the 
event of enemy attack are (1) to save himself, (2) to save all 
members of his household, and (3) to save his neighbors. He 
carries Out these primary responsibilities under the general 
supervision of the over-all civil defense organization and the 
immediate supervision of the block warden system, which con- 
tinually urges each home to have the recommended first-aid kit 
and to have at least one member of the family trained in the 
Red Cross first-aid course and which is responsible for operation 
of the block first-aid stations. After he has satisfied these basic 
first-aid responsibilities, each citizen then turns to his special 
civil defense assignment. This basic premise applies to workers 
in every field, be it health service, fire protection, police pro- 
tection, air-raid warning, or any other civil defense activity. 

The second basic principle is to see that civil defense health 
services instruction is included as soon as possible in the cur- 
riculums of all secondary schools and in all professional and 
technical schools in the health fields, as well as in postgraduate 
courses. Several pilot experiments are being conducted along 
this line; these should be perfected and put into general use. 
The long-time nature of the problem makes this imperative. 
An editorial in THE JouRNAL of Nov. 24, 1951, expressed this 
well when it said, in part: “It is time to realize that civil defense 
is not a game or a scheme but, rather, a new and important civic 
responsibility and a pattern for national survival.” It is with this 
in mind that some plans advocate a mobile first-aid training unit 
in high schools and colleges to train succeeding graduating 
classes in this work and thus provide an ever-increasing reserve 
of trained technical personnel for use wherever needed. Im- 
provisation should be a fundamental teaching in all these 
courses. 

The third basic principle is to organize the health services on 
a community-wide basis, since practically every citizen may be 
directly concerned either in dispensing or receiving these serv- 
ices. This, and vital economic reasons, make it mandatory to 
utilize, as much as possible, existing institutions as centers for 
expansion rather than to create new ones. That is why many 
plans use existing hospitals as nuclei around which to build the 
professional and technical phases of the program and the Parent- 
Teacher associations and school staffs as the nuclei for the non- 
professional phase, with liaison through the hospital auxiliaries, 
in which the women’s auxiliaries to the medical societies can 
play a prominent part. In addition, some plans have also taken 
cognizance of the fact that American Legion posts are excellent 
for sponsoring mobile first-aid units, for obvious reasons. 

The public information phases of the program would then be 
the responsibility of agencies that are versed in this field, such 
as the clergy, newspapers, service clubs, and women’s clubs. 
These groups should be kept fully informed of developments 
through appropriate civil defense channels, so that in turn they 
can keep the receiving public informed of the plan of operations, 
thus contributing to allaying panic, and can urge a step-up in 
the stages of preparation from time to time. 

The fourth principle is to organize the main civil defense 
health service units in such manner that as many supervising 
and operating duties as possible are delegated to auxiliary 
personnel, such as dentists, veterinarians, nurses, and pharma- 
cists, under the guidance of as few physicians as possible. This 
obviously calls for courses of instruction given by physicians for 
the key personnel concerned. When trained, these persons in 
turn can carry much of the burden of training of the non- 
professional personnel. The recently published “F. C. D. A. 
TM-11-1, Part 1—The First-Aid System” has observed this basic 
principle well. In the mobile first-aid unit described here, three 
physicians, assisted by two dentists or veterinarians, three nurses, 
and one pharmacist, supervise a unit of 232 persons capable of 
handling 1,000 casualties in 24 hours. This represents a ratio 
of one physician for 77 persons. It is estimated that 8,000 of 
these units will be needed throughout the country. The training 
for the technical personnel of these units is outlined in “F. C. 
D. A. Training Bulletin, Training First-Aid System Personnel, 
March, 1953” and is based on an 80-hour course of instruction 
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for these medical corpsmen, with the Red Cross first-aid course 
as a prerequisite. The improvised hospital system follows a 
similar pattern. 

The fifth principle is to begin with a small, highly mobile 
set-up, in strategic places throughout the state, ready at all times 
to take care of natural disasters, in cooperation with the Ameri- 
can Red Cross. Presidential Executive Order no. 10427 (dated 
Jan. 16, 1953) designates the Federal Civil Defense Administra- 
tion as the coordinator of all federal aid for natural disasters. 
The states have been asked to modify their basic civil defense 
enabling acts accordingly. This is in line with the recommenda- 
tion of the American Medical Association. These basic units can 
‘then serve as nuclei around which the other stages of mobiliza- 
tion can be built toward the ultimate goal of full civil defense 
mobilization. By following this method, demonstration units can 
be utilized to the best advantage in training other units and thus 
cut down on instruction time. 

It is here that efforts are being made to work out arrange- 
ments with the Federal Civil Defense Administration warehouses 
by which demonstration equipment can be made available for 
joint exercises until such time as each community can assemble 
its own equipment. This type of exercise should prove mutually 
beneficial for obvious reasons. It is here also that it is hoped 
that long-time planning will make it possible to utilize generally 
the experience of trained medical reserve personnel by making 
this type of civil defense instruction an integral part of their 
own training program. Their contribution will be particularly 
valuable with reference to standard operating procedures for 
surgical, shock, collecting, and other special teams and in help- 
ing furnish instructors for more or less continuous 80-hour 
courses for medical corpsmen for the mobile first-aid units and 
the improvised hospital system. 

The sixth basic principle is that the over-all civil defense 
health services plan should be as simple and as easy to implement 
as possible and should provide for maximum decentralized 
operations. 

Individual Responsibilities in Planning —Having laid down 
these basic principles, the Council now urges that physicians 
hasten to assume their inescapable responsibilities. Each should 
make himself available for civil defense assignments, should 
acquaint himself with the over-all set-up, and lend his influence 
to encouraging every phase of this vital work. The senior 
physician, for instance, is often unaware of the powerful in- 
centive that a simple interested inquiry about the progress in 
a certain civil defense activity might have on the morale of the 
personnal concerned. To take on this additional load, in addition 
to the heavy one already being carried, one must have a power- 
ful desire to do so. The age-old proverb, “You can lead a horse 
to the fountain, but you cannot make him drink,” is certainly 
true; he must want to drink before this can be accomplished. 


DEFENSE PREPARATIONS IN GEORGIA 

All of us are keenly aware of the present attitude of apathy 
of the population at large in civil defense matters, particularly 
in the states, constituting the majority, that have not found it 
possible to provide adequate appropriations for this work. A 
brief account of how one of these states, Georgia, has tackled 
this vital problem and something of the success and lack of 
success experienced to date may prove interesting. 

State-Wide Program.—In Georgia, the medical profession was 
the first organized group to begin serious work in this connection. 
A medical civilian preparedness committee was appointed by 
the president of the Medical Association of Georgia in the spring 
of 1949. This committee assisted in the formulation and later 
the adoption by the state legislature of the Georgia Civil Defense 
Act of 1951. The committee soon realized that its next big job 
was to assist the newly-elected State Civil Defense Health 
Services Division in setting up a simple, uniform, state-wide 
pattern based upon the principles above enumerated. Basically, 
the pattern established the existing hospitals as centers around 
which the professional and technical phases of the program 
would be mobilized and the affiliated schools, headed by the 
Parent-Teacher associations and school staffs, as the centers for 
mobilization of the nonprofessional personnel required, with the 
American Legion posts sponsoring primarily mobile first-aid 
units. It was felt that, if this pattern were then made known 
widely to all groups concerned throughout the state and if 
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leadership was furnished, the desired objective would be at- 
tained. Accordingly, the Georgia Civil Defense Health Services 
Plan was published in summary form and distributed to some 
30,000 persons, including all of the professional and technical 
personnel in the health service fields and the key persons in the 
nonprofessional groups concerned. The response in the larger 
centers was encouraging, and the medical profession was com- 
mended highly by the military and federal civil defense authori- 
ties for these efforts. The response in the supporting areas, how- 
ever, was inadequate. 


Organization for Natural Disasters —Adoption of Public Law 
875 (81st Congress) with reference to natural disasters, and the 
previously mentioned Presidential Executive Order no. 10427 
(Jan. 16, 1953) appointing the Federal Civil Defense Adminis- 
tration as the coordinator of all federal aid for these designated 
disasters gave us a more realistic approach to this difficult 
problem. It now became necessary to select one or two key 
cities in each congressional district and have each of these or- 
ganize and train as soon as possible a highly mobile organization 
to take care, in cooperation with the American Red Cross, of 
any disasters that may occur in the immediate vicinities or to 
assist in taking care of disasters in other areas wherever needed. 
This was a tangible necessity that could be readily understood 
by the citizenry at large, at least by those in the specified key 
cities. The four basic units for each of these cities consisted of 
a designated parent hospital, an affiliated major improvised 
hospital (the neighborhood high school), an affiliated improvised 
minor and auxiliary hospital (the neighborhood grammar 
school), and a mobile first-aid unit. This arrangement has been 
designated the “First Stage Mobilization.” The units thus trained 
can be used as demonstration units, first, in completing the 
mobilization of the other hospitals and schools in the key cities 
and then in training of units in the supporting cities in districts 
listed as the “Second Stage Mobilization” and “Third Stage 
Mobilization.” This will then lead to the fourth or “Full Stage 
Mobilization,” which has been mentioned above as the Georgia 
Civil Defense Health Service Plan. 

A brief “Summary of Recommended Steps to be Taken to 
Put the Plan Into Effect” has been published, as well as “The 
Recommended .Medical Services Plan for Major Natural Dis- 
asters and Mobilization Check-List,” which has been published 
as an annex to the basic Georgia Civil Defense Health Services 
Plan. These are available in reprint form upon request for any 
who might be interested in the details of this program. The 
summary of recommended steps listed here includes the pre- 
requisite Red Cross first-aid and the 80-hour medical corpsmen’s 
courses and lists the references needed for the students and 
instructors, with a recommendation that classes be given twice 
weekly and the course be completed in six months. In the last 
month specific assignments should be finished so that the units 
will be ready to start their practice runs as soon as possible 
after the course is ended. One of the advantages of this set-up 
is that, in case the international situation makes a sudden turn 
for the worse, the time of the courses can be shortened by more 
sessions each week. With this in mind all newspapers have been 
furnished with a copy of the Georgia Civil Defense Health 
Services Plan (with annexes), on which they will comment peri- 
odically and can publish in entirety whenever needed. The clergy, 
civil groups, and women’s clubs are also expected to keep the 
population constantly informed of these plans and thus con- 
tribute to minimizing panic. 

Motivations for Leadership.—The response to this more con- 
crete mobilization plan has been definitely more satisfactory but, 
in the supporting areas, even though comparing favorably with 
similar areas in the majority of the other states, leaves much to 
be desired. To repeat a portion of the remarks recently ad- 
dressed by me to the annual session of the Medical Association 
of Georgia on “Motivation in Civil Defense”: To create the 
powerful desire to implement the civil defense program without 
delay, one must realize what is at stake, both to the person and 
to the nation, if we fail in these responsibilities. The time has 
come for us to take stock of what constitutes our way of life, 
the long struggle of our ancestors both here and in the mother 
country to achieve this heritage of freedom and liberty, and 
how much we really value it in terms of what we are willing 
to sacrifice to preserve it. The profession has always met the 
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challenge in the past. Its influence in helping mould public 
opinion is a powerful one when it chooses to exercise it. It is 
in keeping with honored tradition that we again measure up to 
the leadership responsibilities expected of us and make the volun- 
tary civil defense medical and allied services the spark of the 
whole civil defense effort for the preservation of our priceless 
heritage. We are counting on each of you to take a leading 
part in your local and district-wide civil defense activities. There 
can be no better public relations than to assure the public that 
the medical profession is ready at all times to put into effect 
sound and well prepared plans to take care of natural as well 
as enemy-caused disasters. The present lull brought about by 
the strange events behind the Iron Curtain should serve as in- 
centive to perfect the long-range plans for civil defense. The 
time for preparation is now. 





BUSINESS PRACTICE 








The following material is based on a public relations manual 
issued by the Public Relations Department of the American 
Medical Association.—ED. 


PROFESSIONAL AND COMMUNITY RESPONSIBILITIES 


Every physician strives to be the best doctor possible. It is 
his responsibility to continue his professional education 
throughout his life; assume an active role in medical organ- 
ization affairs; live by the highest ethical standards of the 
medical profession; and help educate the public about the 
socioeconomic as well as scientific side of medicine. Because 
medical progress is now proceeding so rapidly, every physician 
should find time to keep constantly informed on scientific 
advances by reading medical periodicals, attending postgrad- 
uate courses or specialty meetings, and regularly attending 
medical society sessions. Through his medical societies, every 
physician is given an opportunity to participate in public rela- 
tions projects. These activities are not publicity stunts, but 
public service projects that wili benefit his patients and the 
public in general. Such medical society projects as mediation 
committees, night and emergency call systems providing 
round-the-clock medical service, programs guaranteeing medi- 
cal care regardless of ability to pay, health educational pro- 
grams, and active “housecleaning” programs to prove to the 
public that medicine is policing its own ranks go far to main- 
tain the prestige of the medical profession. 

Petty internal wrangling and professional jealousy have no 
place in the medical profession, in which ethical considerations 
are foremost. No physician should make critical comments 
about a fellow practitioner by word of mouth or in writing 
unless he is prepared to so testify in a court of law. The 
established physician should offer a helping hand to new 
doctors in the community. Too much criticism has already 
circulated that the medical profession has tried to limit the 
number of physicians and made it difficult for new doctors 
to get started. This criticism, which has no foundation in 
truth, is a real challenge. Doctors should spotlight the truth 
about medical education, bringing home to the public the 
fact that physicians have actively helped train more and 
more doctors, so that today American schools are graduating 
more physicians than ever before. 

Not only must a good doctor be informed about the scien- 
tific side of medicine but also about the socioeconomic aspects. 
He should keep up-to-date on the various prepayment health 
insurance plans, so that he can promote enrollment in legiti- 
mate plans of this sort and answer his patients’ questions on 
the subject. Armed with the facts, he can point out the 
dangers inherent in a governmental system of medical care 
that would inevitably lower the standards of American medical 
care, and, because the physician is an influential man in his 
community, his words will be respected. 

In addition to giving the best medical service possible, a 
physician also has a responsibility as a member of his com- 
munity. A physician writes: “The people in a community, be 
it a small town or a large city, expect the doctor to assume 


MEDICAL FILM REVIEWS 305 


his civic responsibility. They want and appreciate his advice 
on a variety of community problems. All of us are not experts 
in all community problems, but any physician can contribute 
his time and ability along a community line that interests him. 
He will be rewarded far out of proportion to the time he 
gives.” 

In the past the doctor was always a community leader. Too 
often physicians today plead they are too busy to participate 
in local activities. They should take a vital interest in public 
education, serving on school boards and on parent-teacher 
committees or work with service organizations, the Boy Scouts, 
the YMCA, and charitable and philanthropic groups that im- 
prove community living. Physicians can offer valuable aid 
to voluntary health organizations and lend support and energy 
to the work of the church. Too often they have hidden behind 
the cloak of the charity they provide in the form of free 
medical service to escape contributing to community projects. 
Community Chest representatives, for example, complain that 
doctors are usually poor donors. 

The medical society should be represented on all civic com- 
mittees considering health problems and also in major com- 
munity activities. It should check to see how many com- 
munity projects have no medical representation and then 
secure society members to fill the serious gaps. 

When a physician is asked to take part in some community 
project and must refuse, he should take pains to explain care- 
fully why he must say no, so that he does not offend. As a 
citizen, a physician has certain other community obligations. 
He should vote in all elections, take an active interest in 
political affairs, and, under some circumstances, even hold 
Office. Within the community it is important, however, that 
he guard against “throwing his weight around” or seeking 
special privileges. The same qualities that apply in dealing 
with patients should be applied in meeting the people in the 
community each day—consideration, humility, and friendli- 
ness. 
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Uretero Intestinal Anastomosis by the Submucosal and the Open 
Method: 16 mm., sound, color and black and white, showing time 23 
minutes. Prepared by Frank Hinman, M.D., and Frank Hinman Jr., 
M.D., University of California School of Medicine, San Francisco. Pro- 
duced in 1951 by and procurable on loan from Davis & Geck, Inc., 
1 Casper Street, Danbury, Conn. 


The early part of this film consists of drawings depicting the 
stages of uretero-intestinal anastomosis followed by actual pres- 
entation of both the Coffey I tunnel procedure and the mucosa- 
to-mucosa technique, utilized on opposite ureters in the same 
patient, namely, a 32-year-old man with exstrophy of the blad- 
der. The film’s teaching value would have been enhanced if the 
drawings had been tied to each corresponding step in the clinical 
operative procedure. Also, it would have been well if the author 
had oriented the viewer at the beginning of the film as to which 
ureter is being transplanted. The surgical technique is well done, 
and the photography is excellent. This film will be of interest 
chiefly to urologists; however, it will also be of interest to 
residents and interns. 


Modern Guide to Health: 16 mm., black and white, sound, showing time 
9 minutes. Produced and directed by Halas and Batchelor in 1947 for 
the Central Office of Information. Procurable on loan from British 
Information Services, 30 Rockefeller Plaza, New York 20. 


This humorous animated cartoon provides a few common 
sense health rules for combating slovenly posture, choosing 
suitable clothing, and relieving nervous tension. Many of the 
health practices shown in the film do not have complete appli- 
cation in this country. For example, the practice of opening the 
windows at night regardless of the temperature outside and 
riding a bicycle for exercise and the concepts about posture do 
not apply to American customs. Since these health concepts are 
somewhat different from ours, the film is inappropriate for 
educational use in the United States. 
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INTERNAL MEDICINE 


A Winter Outbreak of Poliomyelitis in Tatamagouche, Nova 
Scotia, 1952. A. F. W. Peart, H. Lavers and F. P. Nagler. 
Canad. J. Pub. Health 44:400-406 (Nov.) 1953. 


During March, 1952, a severe localized outbreak of polio- 
myelitis occurred in the village of Tatamagouche on the north- 
ern coast of Nova Scotia. The outbreak occurred midseason 
between winter and spring, when snow banks were melting 
and localized flooding was everywhere. The epidemic was 
noteworthy not only for its unusual seasonal occurrence, but 
also for a paralytic attack rate of 1.9% of the population and 
the concurrent appearance of mild respiratory and gastro- 
mtestinal “polio-like” illness that affected approximately 47% 
of the 628 inhabitants. The first cases of paralytic poliomyelitis 
exhibited prodromal symptoms on March 8, 9, 10, 12, and 16, 
respectively, but paralytic symptoms went unrecognized in most 
cases until March 17, when poliomyelitis was suspected. Other 
cases became evident on March 17 and 20. It is probable that, 
except for the season, poliomyelitis would have been suspected 
earlier. Most of the paralytic cases had an insidious onset 
with general aches and pains, headache, and respiratory and/or 
gastrointestinal symptoms. This epidemic was not introduced 
to the community by any recognized sentinel case from which 
other cases originated, but a mild type of “polio-like” illness 
was prevalent in the population just before and during the 
onset. A number of persons suffered from “polio-like” symp- 
toms the last week of February. An interval of about two 
weeks elapsed between the onset of these illnesses and the 
first paralytic poliomyelitis cases. Of the 12 paralytic cases, 8 
occurred in two households. It was also established that 
frequent contact had occurred between some of the other 
cases. About two-thirds of the cases occurred in the younger 
age groups. Paralyses and muscular spasm were located chiefly 
in the muscles of the back, neck, and abdomen and to a lesser 
extent in the lower extremities. Two patients had the bulbar 
form, one of which had paralyses of the respiratory muscles 
and was confined to an iron lung. Satisfactory clinical recovery 
occurred in the majority of cases. One patient with the bulbar 
form died several months after onset. Laboratory examination 
of stool specimens from paralytic cases showed the presence of 
the Brunhilde type of poliomyelitis virus. No Coxsackie virus 
strains were recovered from these specimens or from stools 
obtained from nonparalytic and contact cases. 


Treatment of Ascariasis and Ancylostomiasis with Hetrazan 
(Diethylcarbamazine). M. H. Ghanem. Tr. Roy. Soc. Trop. 
Med. & Hyg. 47:73-76 (Jan.) 1954. 


Ghanem shows that diethylcarbamazine citrate (Hetrazan) 
has been used in the treatment of ascariasis by several workers 
with different degrees of success. At the University Hospital of 
Alexandria, Egypt, diethylcarbamazine citrate tablets were 
given for the treatment of ascaris and ancylostome infections 
to all the inpatients who had the parasites. They included pa- 
tients with various medical diseases, e. g., heart failure and 
gastrointestinal, liver, chest, renal, and nervous diseases, as well 
as patients with severe anemia produced by the worms. Some of 
the subjects were in such poor general health that no other 
anthelmintic could be tried. Their ages varied from 16 to 60 
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years. The group studied consisted of 102 cases of pure ascaris 
infection, 13 cases of pure ancylostome infection, and 23 cases 
of mixed ascariasis and ancylostomiasis. Thus the number of 
persons treated for ascariasis was 125, and for ancylostomiasis, 
36. The stools of each patient were examined twice before 
starting the treatment and reexamined every three days after 
the start of treatment. Two courses of dosage were employed, 
the first one provided daily 10 mg. per kilogram of body weight 
and the second one 25 mg. per kilogram of body weight daily. 
Both of these doses were given for three days, and the courses 
were repeated if necessary, the first up to five times and the 
second up to three times. The author found that diethylearbam- 
azine citrate is more effective in ascariasis than in ancylosto- 
miasis. Its efficiency in ascariasis is nearly the same as that of 
most other anthelmintics used in this type of infection, with 
the advantages of marked safety and little inconvenience. The 
disadvantages of therapy are its cost, duration of treatment, 
and the possibility of missing doses especially in free mass 
treatment. These objections do not apply to hexylresorcinol, a 
safe anthelmintic that can be given as a single dose. 


Serologic Tests for Syphilis in Infectious Mononucleosis. C. J. 
D. Zarafonetis and J. F. Kent. J. Lab. & Clin. Med. 43:253-258 
(Feb.) 1954. 

In order to determine the percentage of nonspecific reactions 
to serologic tests for syphilis among persons with infectious 
mononucleosis, 594 specimens of serum were examined from 
183 college students and other young adults who had infectious 
mononucleosis diagnosed by hematological and serologic (heter- 
ophil agglutination) tests. Each specimen of serum was sub- 
jected to eight different tests. Thirteen (7.1%) of the patients 
exhibited transient nonspecific serologic reactions in one or 
more tests for syphilis at some time during their illness. No 
patient, however, reacted in ali eight tests, or even concur- 
rently in all three types of test. Thus, two persons (1.1%) 
showed positive reactions in slide flocculation tests (VDRL, 
Klein, Rein-Bossak, and Mazzini), four patients (2.2%) were 
positive, and six (3.3%) yielded doubtful reactions in a tube 
flocculation test (Kahn standard). Four persons (2.2%) ex- 
hibited positive reactions in complement-fixation tests (Kolmer) 
with standard and cardiolipin antigens, and two of these (1.1%) 
had positive reactions also in an experimental complement- 
fixation procedure (CF48). The number of patients with infec- 
tious mononucleosis found to react nonspecifically in serologic 
tests for syphilis was lower in the present experience than 
would have been anticipated from previous reports, such as 
those of Gooding and Kaufman. In no test did the number 
of persons who had positive reactions exceed 2.2%. In con- 
trast with similar studies on malaria, no conclusions could be 
reached regarding the relative specificity of the different tests 


for syphilis. 


Influenza Epidemic During 1952-1953. R. De Mattia. Minerva 
med. 44:1923-1927 (Dec. 19) 1953. (In Italian.) 

From Jan. 25 to Feb. 10, 1953, an influenza epidemic 
occurred in Turin. It followed the outbreak that had been 
reported at the beginning of January among persons living in 
the vicinity of the international airport of Ciampino from where 
it had spread to Rome. It was thought that the airport might 
have been the focus through which the virus entered Italy and 
from which it spread to the peninsula. Considering the days of 
work and school that were lost, the epidemic was not too 
severe. De Mattia studied 40 children of the city school that, 
according to the Turin Board of Health, had the highest 
number of absences. He visited them in their homes between 
the second and fourth day of illness and secured the throat 
washings of 15 of them. He inoculated these into embryonated 
eggs after he had treated them with penicillin and streptomycin: 
he could isolate virus strains from six of them only. Serologic 
studies indicated that five of these strains were the same: the) 
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had been recovered from patients who lived in the immediate 
vicinity of the school. The sixth strain had been recovered from 
an adult who was seen occasionally during the epidemic and 
who lived rather far from the school. Three other members of 
his family had the influenza, but from none of them was it 
possible to isolate the virus. The two strains that were recovered 
were sent to the Pasteur Institute in Paris. It was established 
that they belonged to the group of strains B and Liverpool A’, 
respectively. They differed from those that had been recovered 
during the Rome epidemic, and this suggests that the influenza 
epidemic of 1952-1953 had a pluricentric origin. 


Weber-Christian Syndrome Considered as a Para-Rheumatic 
Disease. A. Rubens-Duval and G. Desse. Semaine hdép. Paris 
30:315-318 (Jan. 22) 1954. (In French.) 


The authors report two new cases of Weber-Christian dis- 
ease, Or nodular nonsuppurative panniculitis, that yielded 
promptly to therapy, one to cortisone and the other to corti- 
cotropin therapy. This syndrome is clinically strikingly similar 
to so-called “rheumatic” manifestations, with arthromyalgia and 
moderate temperature elevation. Diagnosis is not difficult; 
Weber-Christian disease cannot be confused with other fat 
necroses, mainly because it is nonsuppurative. The disease most 
closely resembling it is the syndrome formerly known as “rheu- 
matic erythema nodosum” that may actually have been febrile 
panniculitis dolorosa. The etiology of Weber-Christian disease 
is unknown, and no causative organism has been Iccated in 
biopsy specimens, but in a few cases reported in the literature 
there was definite association with a rheumatic disease. The 
tissue changes seen early in the course of Weber-Christian 
syndrome appear to be very similar to those that determine 
rheumatic inflammation. The authors’ contention that Weber- 
Christian syndrome is a pararheumatic disease is thus supported 
clinically, etiologically, and pathologically and from the point 
of view of treatment. 


Bed Rest in Treatment of Pulmonary Tuberculosis: 20 Year 
Follow-Up Study of 377 Patients. A. I. DeFriez, W. E. Patton, 
E. J. Welch and T. L. Badger. New England J. Med. 250:39-46 
(Jan. 14) 1954. 


A study of strict bed rest in the treatment of 377 consecutive 
patients with pulmonary tuberculosis admitted to the Channing 
Home between 1930 and 1944 is presented. Patients were 
followed for not less than 5 and not more than 20 years. Data 
in the form of life tables are analyzed. Various treatment 
groups were studied to determine the 20 year cumulative re- 
lapse rate. When all available types of treatment were employed, 
this rate was found to be 39.1% for minimal and 56.2% for 
advanced pulmonary tuberculosis. The latter figure was the 
highest found for any specific form of therapy. Patients treated 
with thoracoplasty showed a 20 year cumulative relapse rate of 
33%. This was the lowest rate found for any specific therapy. 
Seventy per cent of all relapses occurred within five years of 
discharge. Strict bed rest was not superior to modified bed rest 
as judged by the late cumulative relapse rates. 


Metabolic Balance Investigation of Three Cases of Multiple 
Myeloma During ACTH Administration: Exchanges of Cal- 
cium, Phosphorus, Nitregen and Electrolytes. W. S. Adams, 
E. D. Mason and S. H. Bassett. J. Clin. Invest. 33:103-121 
(Feb.) 1954. 


Three men between the ages of 56 and 62 years with multiple 
myeloma were treated with corticotropin (ACTH), and the 
effect of the hormone on the exchanges of calcium, phosphorus, 
nitrogen and electrolytes was studied at the metabolism ward 
to which the patients had been admitted. Decreases in the 
concentration of serum proteins were observed in all three 
patients during therapy. In two, the effect was mainly on the 
abnormal globulin, while in the third all components of the 
serum proteins decreased. Proteinuria also decreased, and in 
one patient the diminished excretion of protein appeared to 
coincide with the development of a strongly negative nitrogen 
balance during administration of corticotropin. Negative phos- 
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phorus balances were noted during the course of treatment 
in all three patients. However, the dose of corticotropin re- 
quired to produce this effect varied considerably from patient 
to patient. In general, the phosphorus exchange was not 
remarkable except for pronounced decrease in urinary phos- 
phorus that occurred in periods when supplementary potassium 
was administered because of potassium deficiency. Calcium 
balances were consistently negative in the two patients who 
excreted the larger quantities of calcium in the urine. One 
patient was in calcium equilibrium during the preliminary 
periods of observation, and the balance became negative only 
during the administration of corticotropin. Corticotropin did 
not appear to increase the excretion of calcium in the other 
two patients. The serum calcium of one patient decreased in 
approximate proportions to the decrease in concentration of 
his serum proteins. The ingestion of 200 mEq. per day of 
extra potassium relieved the hypopotassemia observed in one 
patient during the corticotropin therapy, but it did not relieve 
a concomitant mild toxic psychosis. A remission in the course 
of the disease followed the administration of corticotropin in 
one patient, and two years later he was still active and sub- 
jectively well, but bone marrow and roentgen evidence of 
myeloma persisted. The two other patients died despite the 
corticotropin therapy. The author emphasizes that no conclu- 
sion should be drawn as to the therapeutic benefit of cortico- 
tropin in multiple myeloma. 


Prediabetic Syndrome: Large Babies and (Pre)Diabetic Father. 
W. P. U. Jackson. J. Clin. Endocrinol. 14:177-183 (Feb.) 1954. 


Women in whom overt diabetes mellitus develops later in 
life are apt to produce large babies and to have stillbirths. 
In a series of prediabetic mothers reported on by Jackson in 
a previous paper from Cape Town, South Africa, 62% had 
babies weighing more than 10 Ib. (4,535.92 gm.) at birth, 
compared with only 12% of normal control mothers. The most 
favored explanation attributes this phenomenon to an excess 
of circulating growth hormone. There is, however, little evi- 
dence for this hypothesis and much against it. Of 35 babies 
born to 11 acromegalic mothers reported on by the author, 
only 4 (11.5%) weighed over 10 Ib., and only one of eight 
women in whom acromegaly probably began or was actively 
progressing during pregnancy had a baby weighing over 9 Ib. 
(4,082.33 gm.) at birth. These data do not reveal a great 
tendency in acromegalic patients to produce babies of excessive 
size, although such a tendency could have been presumed if 
growth hormones were the cause of diabetic macroinfantia. 
Consequently it seemed possible that the mother’s internal 
environment might not be the sole factor in causing diabetic 
macroinfantia. Thirty-one (13%) of 235 infants of diabetic 
and prediabetic fathers from Cape Town and 12 (7.4%) of 
147 infants of diabetic and prediabetic fathers from Boston, 
Mass., weighed over 10 Ib. at birth, compared with only 5.4 
and 3.2% respectively of normal control fathers. The rate of 
stillbirth among the infants of diabetic and prediabetic fathers 
compared with that of infants of normal fathers was not 
increased. These data suggest that production of large babies 
cannot be charged entirely to maternal factors, but must in 
part be an inherited phenomenon, linked in some way to the 
diabetic genetic constitution of either parent. The concept of 
the “prediabetic father” is thus born. 


Hypertensive Disease with Multiple Infarcts and Predominating 
Pancreatic Damage. A. Lemaire, J. Loeper, R. Messimy and 
others. Presse méd. 62:105-107 (Jan. 27) 1954. (In French.) 


The case here reported in detail is that of a 32-year-oid man 
with a stabilized essential hypertension. Associated progressive 
renal insufficiency revealed his illness in 1950. During the 
period between the onset and his death in 1952, 28 months 
later, the patient suffered three separate attacks of acute epigas- 
tric pain preceded and accompanied by severe loss of weight. 
Exploratory surgery in 1951 revealed edematous pancreatitis 
believed to be the cause of the attacks. Hyperleukocytosis with 
polynucleosis and an increase in amyluria accompanied the 
attacks. The evolution of the disease was attended by multiple 
hemorrhages; at necropsy, a series of hemorrhagic effusions was 
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found, involving the liver, stomach, duodenum, and aorta. 
Neither pancreatitis nor hypertension can be considered the 
proper diagnosis of this case, in view of the wide diffusion of 
the vascular complications and their localization in the diges- 
tive tract, respectively. Periarteritis nodosa might account for 
the clinical picture seen here, but the characteristic nodular 
lesions were not observed at necropsy. The authors think that 
the pancreatic lesion was the point of departure, initiating a 
vasomotor disturbance localized in the viscera. This disturbance, 
by virtue of the vascular lesions caused by the existent hyper- 
tension, caused the formation of the multiple hemorrhages. 
The chronological order of the different accidents supports this 
theory; an attack of pancreatitis immediately preceded each 
of the infarcts in this patient who already had essential hyper- 
tension. 


Cancerous Erythroblastosis. J. Mallarmé. Sang 24:850-862 (No. 
9) 1953. (In French.) 


Cancerous myeloerythroblastic anemia, which usually appears 
in patients with metastatic cancers of the hematopoietic (and 
not merely the osseous) system, and to a lesser extent in those 
with hematopoietic sarcomas and sarcomatoses, has occasion- 
ally been seen in patients without demonstrable osseous metas- 
tases. Erythroblastic anemia of metastatic origin leads to early 
deterioration of the general condition, with physical and mental 
asthenia, progressive weight loss, muscular wasting, and an- 
orexia. Fever and jaundice are present; ecchymoses and pur- 
pura affecting the skin and mucosa are found in many cases; 
Osseous metastases are widespread and numerous; and the 
spleen is more or less hypertrophied. Temporary remissions 
may be secured with various methods of treatment, but death 
is inevitable and may occur within a few weeks or months. A 
similar picture, except for the osseous syndrome, is presented 
by patients without demonstrable metastases, in whom 
anemia is usually of the hemolytic erythroblastic type with 
accompanying splenomegaly. Malignant diseases of the blood 
may also give rise to erythroblastic anemia, with a clinical pic- 
ture resembling that produced by cancer, which may be either 
one of diffuse infiltration of the marrow with intense anemia 
and considerable erythroblastosis or one of hemolytic anemia 
without infiltration of the marrow. Comparison of erythro- 
blastic anemia of cancerous origin with various types of anemia 
the mechanism of which is understood leads to the conclusion 
that the two processes of hemolysis and malignant dyshemato- 
poiesis, either alone or in combination, are at work in the pro- 
duction of erythroblastosis. Hemolysis, most evident in the 
malignant diseases of the blood, is characterized by enlargement 
of the spleen and the presence of antibodies in the blood, both 
of which result from irritation and hyperplasia of the reticulo- 
endothelial system caused directly or indirectly by the malig- 
nant process. Diffuse infiltration of the marrow is usual in cases 
of this kind; when the cancer is metastatic, the spleen is 
respected and the splenic reaction is indirect. Dyshematopoiesis, 
which leads to a genuine secondary erythroleukemia, results 
from injury inflicted on the hematopoietic system by the malig- 
nant process, either directly through the marrow and the lymph 
nodes or indirectly through the spleen. Both mechanisms have 
a mutually intensifying effect when they occur in combination. 


Magnesium Deficiency After Prolonged Parenteral Fluid Ad- 
ministration and After Chronic Alcoholism Complicated by 
Delirium Tremens. E. B. Flink, F. L. Stutzman, A. R. Anderson 
and others. J. Lab. & Clin. Med. 43:169-183 (Feb.) 1954. 


The authors’ series of patients included three nonalcoholic 
patients in whom tremor developed after they had received 
parenteral fluids for long periods of time and 30 chronic 
alcoholics. The alcoholic patients were divided as follows: 13 
with chronic alcoholism with tremor but without frank delirium 
(impending delirium tremens); 7 with chronic alcoholism with 
tremor and mild delirium; and 10 with chronic alcoholism with 
severe delirium tremens. They all were known to have drunk 
excessive amounts of alcoholic beverages, and all of them had 
eaten poorly for from several weeks to many months or years 
before hospitalization. Magnesium therapy clearly alleviated 
the tremor and mental confusion in one of the nonalcoholic 





patients and probably did in the other two. Patients with 
delirium tremens or chronic alcoholic delirium had low serum 
magnesium concentrations. The manifestations were usually 
promptly alleviated by the administration of magnesium sul- 
fate intramuscularly in amounts that are not hypnotic. The 
findings in these patients were similar to those in animals with 
experimentally induced or naturally occurring magnesium de- 
ficiencies, such as grass tetany in cows. Magnesium tetany 
appears to be manifested by gross muscular tremor, athetoid, 
and choreiform movements and in the severer forms by con- 
vulsions; the manifestations are different from those of hypo- 
calcemic tetany. The severity of the symptoms is roughly 
correlated with the initial magnesium concentration, but all 
patients with concentrations below the normal range do not 
have manifestations. Even after recovery from delirium tre- 
mens, some patients have subnormal levels; this was especially 
true of patients with associated cirrhosis of the liver. It is well 
known that most patients with delirium tremens recover spon- 
taneously when they are given sedation and begin eating. There 
are some patients, however, in whom convulsions develop and 
who become progressively weaker and die. The prognosis in 
delirium tremens depends in part on the associated condition, 
but mortality rates have varied from 5 to 33% as stated by 
Cline and Coleman. Some of the patients in this group were 
not given magnesium but recovered fairly promptly. There 
were, however, six patients who were getting progressively 
worse while receiving other forms of therapy and whose re- 
coveries began when magnesium was administered. 


Prevention of Thromboembolic Disease by Electrical Stimula- 
tion of Leg Muscles. J. Martella, J. J. Cincotti and W. P. 
Springer. Arch. Phys. Med. 35:24-29 (Jan.) 1954. 


Martella and associates point out that discussions on throm- 
boembolic disease frequently stress that (1) venous stasis is 
an important etiological factor in thrombus formation, (2) 
the deep veins of the legs are a favorite site for the origin of 
thrombi, and (3) preventive measures are available. Good 
results have been claimed by the advocates of early ambula- 
tion. Wrapping of the legs to reduce the volume of the vascular 
bed in which stasis may occur was suggested by Ochsner. 
Contractions of the leg muscles favor venous return, but 
during the immediate and early postoperative period many 
patients, because of unconsciousness, pain, or other reasons, 
cannot or will not perform active leg movements. Active 
contractions of the leg muscles may be obtained by means of 
electrical stimulation. The authors have used electrical stimu- 
lation of the leg muscles after major surgical operations since 
1949, They describe the apparatus they used and its appli- 
cation. The current is conducted to the patient via bifurcated 
leads attached to electrodes secured in place over the motor 
points of the gastrocnemius muscles. No venous thrombosis or 
pulmonary embolism occurred in any of the 350 surgical 
patients in whom electrical stimulation of the leg muscles was 
employed. 


Hematologic Anemias and Other Diseases Caused by Erythro- 
cyte Autoantibodies. V. Ahrengot. Ugesk. laeger 116:9-16 (Jan. 
7) 1954. (In Danish.) 


Ahrengot says that hemolytic anemias are the most frequent 
and by far the most important of the diseases that antisub- 
stances may cause and discusses the group of hemolytic anemias 
called immunohemolytic anemias. The antisubstances demon- 
strable in immunohemolytic anemia, partly by serum examina- 
tion, partly by examination of the erythrocytes for bound anti- 
bodies, are first and foremost agglutinins. If the antisubstances 
are cold agglutinins, their effect depends on their thermal ampli- 
tude. How the antisubstances in the immunohemolytic anemias 
are formed is unsolved, and the etiology of these diseases and 
other disorders that may be due to the antisubstances is, there- 
fore, unknown. Most of the therapeutic approach is symptomatic 
and like that in congenital spherocytosis and other forms of 
hemolytic anemia. Although in immunohemolytic anemia indica- 
tions for transfusion must be carefully considered because of the 
doubtful effect and the difficulties in blood type determination, 
the results of transfusion will in most cases be favorable and 


oer wt He FF et «tt fT lhlUlUrlhlCUCUrr CU a a a a ae 


_ ey TAR 





Vol. 155, No. 3 


occasionally lifesaving. Beneficent action of corticotropin 
(ACTH) and cortisone on the hemolysis in immunohemolytic 
anemia has been reported in some cases. Since no serious 
side-effects of the substances have been reported, they should 
be tried, possibly as a supplement to other treatment. While 
in congenital spherocytosis splenectomy leads to recovery, the 
effect of the intervention is more uncertain in immunohemolytic 
anemias. In about half the cases, the hemolysis is reduced; in 
the other cases splenectomy has no or transient results. The 
good results appear to occur mainly in cases with “hyper- 
splenia.” Because of the probable connection between autoanti- 
substances and virus diseases, attention should be directed to 
symptoms of infectious disease. The patients should be ex- 
amined with regard to tumors, especially dermoid cysts, that 
should be removed and the contents examined for antisub- 
stances. Six case histories are published to illustrate the 
different symptom complexes connected with autoantisubstances. 


Source of Emboli in Rheumatic Heart Disease. J. B. Wallach, 
L. Lukash and A. A. Angrist. Am. J. Clin. Path. 24:172-178 
(Feb.) 1954. 


Wallach and associates state that in 8,676 consecutive 
autopsies performed at the Queens General Hospital during the 
years 1936 to 1950, there were 509 cases of rheumatic heart 
disease. In 235 of these, cardiac disease was the direct cause 
of death. Thrombi were present in the chamber of the left 
side of the heart in 68 of 113 patients who had infarction of 
kidney, spleen, or brain, but 19 (28%) of the 68 also had 
associated nonbacterial thrombotic endocarditis. Thrombi were 
absent in 45 persons, 23 of whom (51%) showed concomitant 
nonbacterial thrombotic lesions as the likely source of emboli. 
In addition, nonbacterial thrombotic endocarditis could have 
been the source of emboli in 11 of 49 persons with bacterial 
endocarditis and visceral infarction. The authors feel that these 
findings indicate that nonbacterial thrombotic endocarditis may 
be a significant source of embolism in cases with infarction of 
the kidney, spleen, or brain in patients without bacterial 
endocarditis and without demonstrable mural thrombi in the 
chambers of the left heart. This fact assumes considerable 
importance when it is realized that this group without bac- 
terial vegetations constitutes 51% of all the patients with 
infarction of these organs. Furthermore, nonbacterial throm- 
botic endocarditis could have been the source of the emboli in 
an additional 28% of those cases in which mural thrombi 
were assumed to represent the origin of these emboli. Non- 
bacterial thrombotic endocarditis was found in 152 of these 
rheumatic hearts. It was the only source in 23 and a possible 
source in an additional 19 instances; combined these make a 
total of 28% of cases associated with visceral infarction in 
which the heart showed the lesion of nonbacterial thrombotic 
endocarditis, and in 8% of the whole group of 509 consecutive 
cases of rheumatic heart disease. These data contradict pre- 
vious opinions suggesting that embolization from these lesions 
is unusual. 


Studies on Nocturnal Gastric Secretion. G. E. Papayannopoulos, 
N. Athanasopoulos and G. Biliaras. Am. J. Digest. Dis. 21:41- 
44 (Feb.) 1954. 


The nocturnal gastric secretion was studied in normal sub- 
jects, in patients with duodenal ulcer, and in patients with 
nonulcerous upper abdominal dyspepsia. It was found that there 
is a continuous, spontaneous secretion of gastric juice during 
the night, but sometimes it tends to be intermittent. The average 
volume of gastric contents aspirated from 10 p.m. to 7 a.m. 
from ulcer patients was about 40% greater than that aspirated 
from normal persons and patients with nonulcerous dyspepsia. 
The concentration of acid secreted by normal persons during 
the summer was very low, whereas in determinations made in 
the months of December and January a greater amount of 
hydrochloric acid was found. The duodenal ulcer patients 
secreted more acid than did normal subjects, but only four 
showed a marked hyperchlorhydria. In both groups, normal 
subjects and ulcer patients, the acid tends to disappear between 
the hours of 3 and 7 a.m. 
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Potentially Reversible Renal Failure Following Excessive 
Calcium and Alkali Intake in Peptic Ulcer Therapy. F. X. 
Dufault Jr. and G. J. Tobias. Am. J. Med. 16:231-236 (Feb.) 
1954, 


Four instances of chronic renal failure following prolonged 
treatment of peptic ulcer with milk and absorbable alkalies are 
described. The four patients were men with a history of peptic 
ulcer for over 20 years. They were treated with 1 to 4 qt. (0.95 
to 3.78 liters) of milk and large amounts of absorbable alkalies. 
After at least eight years of intensive therapy, symptoms 
secondary to hypercalcemia and renal dysfunction appeared; 
there were muscular weakness, lassitude, anorexia, nausea, 
vomiting, weight loss, constipation, polydipsia, polyuria, and 
pruritus. The most reliable physical sign of this disorder is 
ocular calcification, which was present in three cases and con- 
sisted of keratopathy and calcium deposits in the conjunctiva, 
The former may be mistaken for arcus senilis. On closer inspec- 
tion, however, individual minute corneal calcifications can be 
distinguished forming a circle broader and more centrally 
located than that characteristic of arcus senilis. Examinations 
of the blood disclosed azotemia, normochromic and normocytic 
anemia, hypercalcemia, normal or elevated phosphorus, normal 
alkaline phosphatase, and potassium with low chloride levels. 
The total bicarbonate content of the blood was above normal 
in three of the four cases. The development of this entity 
appears to depend on either hypercalcemia or alkalosis, or both. 
Recovery depends on the extent of renal impairment. This 
probably is initially reversible as shown by two of the patients 
who became entirely asymptomatic and showed return to 
practically normal renal function. The need for early diagnosis 
is stressed by the other two patients whose renal damage was 
not reversible, and this resulted in uremic acidosis and death 
in one of these two patients and a poor prognosis in the other 
one. 


Occupations and Cigarette Smoking as Factors in Lung Cancer. 
L. Breslow, L. Hoaglin, G. Rasmussen and H. K. Abrams. Am, 
J. Pub. Health 44:171-181 (Feb.) 1954. 


Studies were made in 11 California hospitals (3 county 
general, 5 veteran or military, 2 university and one private 
hospital) during the four years 1949 to 1952. A total of 518 
patients with a histopathologically proved lung cancer were 
interviewed with regard to their occupational history and use 
of tobacco. For every patient in the series, another patient 
admitted to the hospital about the same time—of the same age 
(within five years), sex, and race—for a condition other than 
cancer or a chest disease was chosen in a random manner as a 
matched “control.” Of the patients with lung cancer 484 (93%) 
gave histories of having smoked cigarettes; whereas only 394 
(76%) of the controls gave a similar history. There is no such 
excess frequency of tobacco usage in other forms (pipe, cigar, 
chew, and snuff) among the lung cancer patients when compared 
with the control group. In fact, 68 of the control group used 
tobacco in a form other than cigarettes exclusively; whereas 
only 15 of the lung cancer patients did so. Support for the 
hypothesis that cigarette smoking affects the development of 
epithelial carcinoma of the lung more than of adenocarcinoma 
was noted. Seventy-four per cent of all lung cancer patients 
reported smoking one or more packs of cigarettes on the 
average per day over the preceding 20 years, compared with a 
frequency of only 42% among the controls. “Excessive cigarette 
smoking” (two or more packs per day) occurred almost four 
times as commonly among the cancer series as among the 
control group. An attempt was made to separate the effects of 
tobacco usage and occupations that appeared implicated. The 
occupations suspected of a possible causal role in cancer of 
the lung were welding and sheet metal work involving welding; 
steam fitting, boilermaking, and asbestos work; electric bridge 
crane operation in the metal industry; occupations in the extrac- 
tion of lead, zinc, and copper ore; marine engineering, fire fight- 
ing, Oiling, and wiping; construction and maintenance painting; 
and commercial cooking (excluding cannery cooking). Although 
numbers in each of the categories are small, the differences 
between the group with cancer and controls appear to implicate 
the occupations listed. It is of interest that several of those 
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with the most striking differences involve exposure to metallic 
particles and fumes and products of metallic combustion. This 
observation tends to corroborate the suggestion of Wynder and 
Graham that “hot metal” occupations may be involved in the 
causation of lung cancer. Seventy-seven persons with lung 
cancer had an exposure of more than five years to occupations 
suspected of a causal role in cancer of the lung. As to the 
extent to which cigarette smoking and occupations operate as 
separate factors in lung cancer, the analysis indicates that 
welding as an occupation operates as a factor distinct from 
cigarette smoking in relation to lung cancer. The number of 
steam fitters, boilermakers, and asbestos workers lies on the 
borderline of statistical significance when the effect of cigarette 
smoking is controlled. In the other occupational groups, the 
numbers are such that the differences might arise from chance 
Variation. 


Tuberculous Meningitis: Treatment with Streptomycin, Para- 
Aminosalicylic Acid and Promizole, Isoniazid and Streptomycin, 
and Isoniazid. H. W. Spies, M. H. Lepper, N. H. Blatt and 
H. F. Dowling. Am. Rev. Tuberc. 69:192-204 (Feb.) 1954. 


Spies and associates present observations on 87 patients with 
tuberculous meningitis treated on the wards of the Municipal 
Contagious Disease Hospital of Chicago. Most of these patients 
were admitted with advanced and acute involvements of the 
nervous system. Treatment was started between the first and 
eighth days of hosp.talization, whether or not positive proof 
of the identity of the infection had been obtained. In all of 
the patients except one, diagnosis of tuberculosis was proved 
by a positive culture, guinea pig inoculation, or postmortem 
examination. Streptomycin and an antituberculous drug other 
than isoniazid was used in the 61 patients treated before isonia- 
zid was available. Only 10 of these 61 survived for six months 
or more. All of the patients who experienced a remission 
of meningitis received streptomycin, and all but one received 
p-aminosalicylic acid (PAS) and/or thiazolsulfone (Promizole) 
in addition. The choice of whether p-aminosalicylic acid, thia- 
zolsulfone, or both were used in addition to streptomycin had 
little effect on the outcome. Daily intrathecal treatment with 
streptomycin for the first 45 days did seem important. Among 
38 patients who received streptomycin intramuscularly and by 
daily intrathecal instillations with p-aminosalicylic acid and/or 
thiazolsulfone in addition, 9 survived six months or more. 
Thirteen patients with tuberculous meningitis were treated with 
isoniazid alone and 13 with isoniazid plus intramuscular and 
daily intrathecal instillations of streptomycin. Seven patients 
in each group lived for six months or more. These results are 
significantly better than those obtained when streptomycin was 
used without isoniazid. The results obtained with isoniazid 
were as good as those obtained in patients treated with isoniazid 
plus streptomycin intramuscularly. Age, race, the presence of 
miliary disease, and degree of involvement of the nervous 
system influence prognosis greatly. These factors were uniformly 
distributed in the groups under discussion. Results of treatment 
with isoniazid were better than results obtained with strep- 
tomycin in the absence of isoniazid in all types of patients and 
regardless of the severity of the disease except in patients less 
than two years of age, in whom remissions were extremely 
rare. Clinical improvement was more rapid in patients who 
received isoniazid. Residual neurological sequelae were less 
frequent in the patients treated with isoniazid. Toxic reactions 
to a drug were most frequent in patients who received strep- 
tomycin or dihydrostreptomycin and were infrequently observed 
as a result of treatment with p-aminosalicylic acid, thiazol- 
sulfone or isoniazid. 


Unusua! Etiologies of Portal System Hypertension (Torulosis, 
Phlebosclerosis and Retroperitoneal Chronic Inflammation). 
M. Taubenhaus, O. C. Julian, J. Schlichter and M. Littman. 
Ann. Int. Med. 40:313-326 (Feb.) 1954. 


The occurrence of portal hypertension due to unusual causes 
is reported in a 30-year-old man and in two women, aged 21 
and 50 years, respectively. In the man, portal hypertension was 
caused by an infestation of portal lymph nodes with Crypto- 
coccus neoformans (Torula), without demonstrable involvement 
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of the central nervous system. The same organism was observed 
in the lungs, the mediastinal lymph nodes and the peritoneal 
fluid. Portal hypertension was produced by compression of the 
portal vein by granulomatous lymph nodes infested with 
cryptococci and by a coexisting toxic hepatic cirrhosis that also 
played a major part in the development of the syndrome. The 
younger woman had extensive phlebosclerosis of the hepatic 
and portal veins and their tributaries, leading to thrombosis 
and clinical picture of portal hypertension. In the older woman, 
a retroperitoneal chronic inflammatory mass of undetermined 
origin caused thrombosis of the splenic veins with hypertension 
in its tributaries. The leading clinical manifestations of all three 
patients consisted of profuse hematemesis, splenomegaly, and 
severe anemia. Portal hypertension due to extrahepatic obstruc- 
tion presents much greater difficulties in differential diagnosis 
than that due to intrahepatic causes. Recognition of the caus- 
ative factor is of the utmost importance, because the possibility 
of successful surgical intervention and the future course of the 
disease in patients who have had successful shunt operations 
will depend on the basic causative process. 


SURGERY 


Chylothorax Resulting from Arrosion of Thoracic Duct as Rare 
Complication of a Pneumolysis Empyema. H. Eule. Ztschr. 
Tuberk. 103:227-231 (No. 4-5) 1953. (In German.) 


Nentuberculous infections resulting from pneumolysis have 
become less frequent and more amenable to treatment since the 
antibictics and potent sulfonamides have been available. The 
case reported demonstrates that despite these remedies a severe 
infection in the extrapleural space may terminate in death. 
After an attempt to induce a pneumothorax had failed, pneu- 
molysis was done to induce an extrapleural pneumothorax. 
Detachment of the parietal pleura encountered some difficulties 
dorsally to the site of entrance and beside the subclavian 
artery, but it could be completed without undue force. Hemor- 
rhage was somewhat more protuse than usual, but was quickly 
arrested, and cauterization by diathermy was required at only 
a few sites. The extrapleural space was filled with 700 cc. of 
isotonic sodium chloride solution and 200,000 units of penicillin. 
In the further course, the temperature remained elevated, and 
increase in the fluid level of the extrapleural space required 
withdrawal of exudate, which was bloody. Culture of the exu- 
date yielded staphylocccci. At a subsequent puncture the exudate 
was still bloody, although less so than previously. Not until 27 
days after the pneumolysis did the exudate have a milky appear- 
ance, which raised the suspicion of an effusion of chyle. By 
this time the general condition of the patient had become so 
poor that search for and ligation of the thoracic duct could no 
longer be undertaken. The patient died 65 days after the pneu- 
molysis. Since no chylous admixture was found during the first 
punctures carried out on the 13th and 15th days after the 
pneumolysis, it is believed that arrosion of the thoracic duct 
was secondary to the infection rather than the result of the 
manipulations during pneumolysis. Nevertheless a case report 
by Lange in 1953 indicates that the thoracic duct may become 


injured during pneumolysis. 


Pelvic Evisceration for Advanced Carcinoma of the Cervix. 
S. A. Wilkins Jr. J. M. A. Georgia 43:134-142 (Feb.) 1954. 


A very high degree of selection was practiced among 139 
patients with carcinoma of the uterine cervix seen by the 
author since May, 1950, and 4 were subjected to total pelvic 
evisceration in an attempt to cure their disease. There was no 
hospital mortality among them, but one died nine months after 
operation from recurrent disease. The other three were well and 
able to continue their normal activities 16, 17, and 25 months 
postoperatively. Of the two who had intravenous urography 16 
months after the procedure, one had one normal kidney and 
one with moderate hydronephrosis and the other had one 
kidney with moderate and one with slight hydronephrosis. 
Surgical details of the procedure are discussed. The mortality 
rate has been reduced from 30% to about 10% by improve- 
ments on the operation since its inception. The authors are of 
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the opinion that certain requirements are essential for the 
performance of complete pelvic evisceration. They are (1) 
limitation of the disease to the pelvis, (2) advancement of the 
disease beyond the state of possible successful treatment by 
irradiation or limited surgery, (3) a general physical condition 
adequate to tolerate the contemplated surgery, (4) adequate 
hospital facilities and a medical and surgical team, (5) an 
understanding and cooperative patient and family, and (6) an 
intense will to live on the part of the patient, in view of the 
tremendous inconveniences involved in colostomy. The two 
main contraindications are (1) extension of the disease beyond 
the pelvis and (2) definite fixation of the disease to the wall of 
the pelvis. Partial evisceration is not generally recommended 
as a curative measure, though it may be useful as palliation 
as may total evisceration. The author used wet colostomies in 
his patients, but he now thinks that dry colostomies with 
the ureters in an isolated segment of bowel or opening on the 
skin would be preferable. Application of the procedure gen- 
erally is not yet to be advised, but, since Brunschwig already 
reports approximately 25% five year cures in a series of patients 
in which very little selection was practiced, it is to be hoped 
that the operation will assume great importance in the future. 


Biologic Predeterminism in Gastric Carcinoma as Limiting 
Factor of Curability. J. Macdonald and P. Kotin. Surg., Gynec. 
& Obst. 98:148-152 (Feb.) 1954. 


Macdonald and Kotin show that the concept that early diag- 
nosis of carcinoma of the stomach may improve end-results is 
fallacious. Biological predeterminism, rather than the time or 
type of surgical treatment, governs end-results. Gastric carci- 
noma exhibits great diversity in its pattern of growth and 
dissemination. Variations in morphology are represented by 
the special undifferentiated carcinoma or “blue cell cancer” 
of Steiner, mucinous carcinoma, infiltrating scirrhous carci- 
noma, and undifferentiated anaplastic carcinoma. In an analysis 
of 1,467 cases of gastric carcinoma at the Los Angeles County 
Hospital, the authors found that the best prognosis was asso- 
ciated with the adenocarcinoma and blue cell type, and the 
poorest with the mucinous, infiltrating scirrhous, and anaplastic. 
The mechanism of mural and regional spread is such that total 
gastrectomy offers no promise of increase in curability. The 
only genuine “early” treatment is gastric resection for gastric 
ulcer that may be carcinoma. Radical, extended surgery will 
be curative for some locally extensive lesions infiltrating ad- 
jacent structures, without evidence of remote metastases. Pres- 
ent evidence indicates that, under the most ideal circumstances, 
less than 20% of all gastric cancer is surgically curable. In- 
crease in resectability rates above the level of 40% may be of 
palliative value, but, beyond that point, it reaches an area 
of diminishing returns as to relative five year cures. The most 
satisfactory procedure, by the criteria of curative and physio- 
logical end-results, is genuine subtotal gastrectomy with wide 
omental resection and splenectomy. 


Total Patellectomy: Report of 28 Cases. W. R. MacAusland. 
Am. J. Surg. 87:221-226 (Feb.) 1954. 


While there is general agreement on the value of patellec- 
tomy in the severely comminuted fracture involving the greater 
part of the patella, the controversy continues regarding its 
use in other types of fractures and in the treatment of various 
lesions of the patella and knee joint. Seven years ago Mac- 
Ausland had reported 14 cases of fracture in which patellec- 
tomy had been done. The present report is based on foliow-up 
studies on these 14 patients when they were recalled for 
examination and on studies on a newer group of 14 patients in 
whom indications for patellectomy had been extended to 
recurrent dislocation of the patella and arthritis of the knee 
joint. Pateliectomy ensures rapid functional recuperation in 
severely comminuted fractures and in long-standing unreduced, 
ununited, or malunited fractures of either the transverse or 
comminuted type. The method has not been generally accepted 
as the routine treatment of fresh transverse fractures, and it 
is MacAusland’s opinion that in the majority of transverse 
fractures good results are obtainable by operative reduction 
and screw fixation. Total patellectomy gives encouraging results 
in osteoarthritis of the knee joint, particularly when the process 
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is confined to the patellofemoral segment. The method is also 
valuable in advanced chondromalacia and recurrent dislocation 
of the patella. Studies on the late results of patellectomy could 
be made in 21 of the aforementioned 28 cases. Fifteen of 21 
patients obtained completely satisfactory results, the mobility 
and strength of the knee being normal. Two other patients 
had a sensation of insecurity at times. One patient complained 
of buckling of the joint and three patients had limited motion, 
but in none of these four could the result be charged directly 
to the operation. In the case of buckling there was evidence of 
a cartilage derangement; in two cases there were arthritic 
complications that had been present prior to the operation; 
and in the fourth case the patient had fallen and torn the new 
attachment of the patellar and quadriceps tendons. With the 
exception of two cases in which arthritic changes were already 
present in the knee joint at the time of the operation, no evi- 
dence of erosion was observed on the condylar surfaces in any 
of the 21 cases. 


Indications for Surgery in the Jaundiced Patient. R. M. Zollin- 
ger and C. I. Britt. J. Kentucky M. A. 52:91-98 (Feb.) 1954. 


Zollinger and Britt analyzed histories of 100 patients with 
jaundice who had been subjected to surgery, with reference to 
the accuracy of the diagnosis and the indications for surgical 
treatment. In an effort to select those patients whose jaundice 
can be relieved only by surgical intervention, some physicians 
rely on laboratory tests to make a differential diagnosis with 
little emphasis on the history and physical examination. Others 
sway too far in the other direction and delay making laboratory 
determinations while observing the early progress of the disease. 
Eventually liver damage may have progressed so far that 
confusing laboratory results are obtained. Both sides can be 
sobered by the fact that all too frequently there is no foolproof 
method of determining which jaundiced patient should be 
treated medically and which will require surgery. Obviously the 
patient benefits more when the correct decision is made early. 
On the basis of their analysis, the authors arrive at the follow- 
ing conclusions. 1. The history and the results of the physical 
examination of the jaundiced patient should be analyzed 
clinically, before laboratory evidence is evaluated. 2. Laboratory 
tests, if made early and repeatedly, provide valuable support in 
differentiation between jaundice requiring medical and surgical 
treatment. 3. Gray stcol, decrease or absence of urobilinogen 
from the urine, and elevation of blood alkaline phosphatase 
support the diagnosis of jaundice requiring surgery. 4. Elevation 
of cephalin flocculation and of thymol turbidity, poor pro- 
thrombin response to Vitamin K, and low values of the 
cholesterol esters support the diagnosis of jaundice requiring 
medical treatment and are reasons for delaying surgery. 5. 
Nutritional replacement by forced feeding with the addition of 
bile or polysorbate (Tween) 80 and accurate replacement of 
blood volume deficiencies decrease the surgical risk. 6. The 
preoperative diagnosis of obstructive jaundice was confirmed 
at operation in 89 out of 100 consecutive cases. 7. Neither age 
nor etiology is a contraindication to surgery in extrahepatic 
jaundice, since the cause can be removed or palliation provided 
in a high percentage of cases. 


Hypothermia in Cardiac Surgery. D. F. Downing, B. A. Cook- 
son, K. K. Keown and C. P. Bailey. J. Pediat. 44:134-144 
(Feb.) 1954. 


Hypothermia was used as an adjunct to anesthesia in 16 
patients between the ages of 10 days and 33 years, who were 
operated on for a variety of cardiac lesions, such as atrial 
septal defect, ventricular septal defect, tetralogy of Fallot, 
transposition of the great vessels, the Taussig-Bing syndrome 
with pulmonary stenosis, nonfunctioning right ventricle, mitral 
insufficiency, and aortic insufficiency. A cooling blanket, con- 
sisting of a double layer of rubber through which a continued 
tube has been coiled was used for inducing hypothermia. The 
free ends of the tube outside the blanket afforded means for 
intake and outflow. These were connected to a pump system, 
and ice water was circulated through the coil. The patient was 
placed on the blanket and an endotracheal tube introduced. 
Sufficient thiopental (Pentothal) sodium was given to induce 
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narcosis. A slow drip of 0.2% procaine in 5% dextrose solu- 
tion was used as an adjunct. The patient breathed 100% oxygen 
from the beginning. A thermocouple lead was introduced into 
the rectum, electrocardiographic electrodes were placed, the 
blanket closed about the patient, and circulation of the fluid 
started. The temperature at which surgical intervention was 
performed ranged from 20 to 31.1 C. Immediately after 
surgery, rewarming was started by circulating warm water 
through the blanket. Patients cooled below 28 C were rapidly 
warmed to that temperature. Beyond this point, the tempera- 
ture was raised slowly. From 31 to 32 C most patients re- 
sponded satisfactorily in their own beds with no artificial 
methods of raising temperature. Eleven patients died, eight in 
the operating room and three within 30 hours postoperatively. 
The authors feel that, in the 5 adult patients who died, the 
increased myocardial irritability incident to reduced temperature 
may have been a factor in the development of ventricular 
fibrillation. The chance of survival was enhanced by hypo- 
thermia in 10 children. At present the authors believe that 
hypothermia is indicated as part of the anesthetic regimen in 
all severely cyanotic and disabled infants who are to undergo 
cardiac surgery of any nature. The optimum range of tem- 
perature is probably 23.3 to 26.1 C. The presence of moderate 
cyanosis and disability in infants and children who are to 
undergo such time consuming procedures as Blalock or Potts 
anastomosis would indicate the production of low body 
temperature during surgery as a means of decreasing oxygen 
demand. The level in these cases may be higher, but probably 
should be near 31.1 C. If it is the surgeon’s intention to open 
a cardiac chamber or to interrupt the circulation during the 
performance of an operation, hypothermia is indicated. Intra- 
arterial infusion is a necessary adjunct. The chief contrain- 
dication to the use of hypothermia is the presence of a non- 
cyanotic lesion for which the surgical technique does not 
require interruption of the circulation. Myocardial damage 
probably contraindicates the production of low body tempera- 
ture in patients with acquired cardiac lesions. Ideal in infants 
and young children, hypothermia should be used cautiously in 
older children and should be avoided in those over 10 years 
of age. 


Hemostatic Defect Associated with Dextran Infusion. J. V. 
Carbone, F. W. Furth, R. Scott Jr. and W. H. Crosby. Proc. 
Soc. Exper. Biol. & Med. 85:101-103 (Jan.) 1954. 


Dextran, a glucose polymer of high molecular weight, has 
been developed to serve as a plasma expander. During studies 
at Walter Reed Army Hospital on the metabolic effects of 
dextran, a bleeding tendency developed in two patients. One 
patient had repeated attacks of epistaxis and bled from a 
duodenal ulcer after receiving 6,000 ml. of 6% dextran over 
a six day period. The second patient, after receiving 14,000 
ml. of 6% dextran over a period of 14 days, bled for more 
than 30 minutes from an incised sebaceous cyst. The bleeding 
time and prothrombin time were prolonged in both cases. 
Detailed studies were initiated to determine whether the 
administration of dextran provoked an hemostatic defect. Six 
lots of commercially available dextran from four manufact- 
urers were tested. Studies were done on normal young adult 
subjects who received varying amounts of 6% dextran intra- 
venously. Bleeding time was measured after a stab incision 
through the ear lobe. The hemostatic defect was characterized 
principally by a prolonged bleeding time. It was possible to 
produce this defect in all subjects in whom sufficient dextran 
was given. The amount of 6% dextran required to produce 
this defect varied from 1,000 to 6,500 ml. It is generally 
accepted that the bleeding time is not usually prolonged unless 
the prothrombin activity is less than 10% of normal. Since the 
depression of prothrombin activity observed here is not of 
this magnitude, it is felt that the prothrombin deficiency can- 
not explain the increase in bleeding time. Because the maximal 
increase of plasma volume does not coincide with the pro- 
longation of bleeding time, it would appear that the phenome- 
non is not correlated with intravascular volume changes. The 
defect may be related to abnormalities of hemostasis at the 
site of injury. The authors feel that the clinical significance 
of the hemostatic defect requires investigation. 
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How to Improve the Immediate and Long-Term Results in 
Surgical Treatment of Carcinoma of the Stomach (Review of 
150 Cases). L. Deloyers and F. Moyson. Acta clin. belg. 
8:629-646 (Nov.-Dec.) 1953. (In French.) 


The percentage of five year survivals in patients with gastric 
carcinoma is tragically low in relation to the total number of 
such patients. The deliberate adoption of a policy of early 
detection is a matter of prime importance, both medically 
and socially. Early diagnosis is important also to the surgeon, 
because it permits him to limit the extent of the operation, 
thus rendering it more benign, more efficacious, and more 
compatible with the exercise of normal digestive functions. 
Analysis of the symptoms presented by 150 patients operated 
on for gastric carcinoma showed that, while there are no 
specific signs of the disease, there are certain discrete indica- 
tions that should not be neglected. Warning symptoms of 
various kinds, including postprandial pain, pain relieved by 
food or alkalis, heaviness and discomfort, vomiting, loss of 
appetite, and loss of weight, had been present for six months 
or less in almost 40% of the patients. Pain relieved by foods 
and alkalis often leads to a mistaken diagnosis of gastric 
ulcer, but it should be regarded as a sign of the so-called 
“ulceriform” cancer; all ulcers appearing after the age of 40 
should be suspected of being neoplasms. Gastrectomy must 
be recommended for all ulcerated lesions of the lesser curva- 
ture as soon as they are detected, regardiess of the patient’s 
age. Tests of gastric acidity are of no help in establishing a 
diagnosis and may even be misleading. Ulcerated lesions may 
show temporary improvement under medical treatment, even 
to the point of becoming radiographically undetectable. Neglect 
of any of the clinical signs commonly found in patients with 
gastric carcinoma in any person over 40 may be followed 
after a period of latency by the unmistakable discovery of a 
lesion that has become incurable. Full use should, therefore, 
be made of such auxiliary diagnostic procedures as radiology, 
gastroscopy, study of the gastric cytology, etc. and even, if 
necessary, an exploratory laparctomy, with gastrostomy and a 
painstaking examination of the gastric mucosa. Specimens 
should also be removed for immediate biopsy. Polyps found 
in any part of the digestive system should be excised, because 
of the frequency with which they undergo malignant degenera- 
tion. The small percentage of five year survivals now obtained 
even with the most radical procedures can only be increased 
by the early discovery and extirpation of gastric lesions. To 
wait for clinical confirmation of their malignancy is to con- 
demn the patient. 


Submucous Cleft Palate. J. Calnan. Brit. J. Plast. Surg. 
6:264-282 (Jan.) 1954. 


Calnan defines submucous cleft palate as a congenital 
deformity in which there is imperfect muscle union across 
the velum. The palate is short and velopharyngeal closure 
incompetent, so that speech is nasal or even unintelligible. 
The author evaluates the results obtained in 18 patients 
treated at the Nuffield Department of Plastic Surgery, Oxford. 
Submucous cleft palate is frequently not correctly diagnosed, 
and its cause is still unknown. There is usually a deficiency 
in the bone of the posterior edge of the hard palate, which 
may vary from a slight notching to a large V-shaped bony 
defect over which the palatal mucosa is intact, but so thin that 
perforation may occur. Rhinolalia aperta (nasal escape of air 
in speech) may have been present since birth or may have 
followed adenoidectomy. Nasality is noted in conversational 
speech. Cinéradiography shows an abnormal pattern of 
swallowing, even though this appears to be normal clinically. 
Patients are unable to hiss or whistle and cannot gargle 
(ability to gargle can be used as an indication of success 
following operation). Mouth breathing is frequent. Ear trouble 
is common and associated with nasal catarrh. On intraoral 
examination, the palate may appear short and the oropharyn- 
geal isthmus large. The uvula is often bifid. There is a gutter 
along the midline of the velum and the median raphe is absent, 
while, on transillumination of the palate, the midline defect 
of muscle union can be seen as a bright pink area, extending 
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forward into the notch in the bony hard palate. Absence of 
muscle union in the velum and the notch in the bony palate 
are confirmed by palpation. Confirmation of the cleft can be 
made by transillumination of the velum; and confirmation of 
the shortness of the velum is shown by lateral soft tissue 
roentgenograms or cinéradiography of the palate during speech. 
The author feels that there is only one treatment for sub- 
mucous clefts with rhinolalia, and that is surgical excision of 
the submucous portion of the cleft and V-Y retroposition of 
the soft palate on the lines described by Kilner in 1935 and 
1937. This is the only type of operation that will give a 
lengthened, functioning velum without secondary defects. All 
patients in the author’s department were treated in this way 
except one, in whom the cleft was submucous in only a portion 
of the velum. The results fully justify this procedure. Normal 
speech should be the aim of treatment and can be expected 
in 80% of cases. Investigation should not be abandoned until 
every known means of attaining velopharyngeal closure has 
received consideration. 


NEUROLOGY & PSYCHIATRY 


Sturge-Weber-Dimitri Syndrome: Cephalic Form of Neuro- 
cutaneous Hemangiomatosis. B. W. Lichtenstein. A. M. A, 
Arch. Neurol. & Psychiat. 71:291-301 (March) 1954. 


The clinical features of the Sturge-Weber-Dimitri syndrome 
are a vascular nevus of the face associated with signs of 
cerebral dysfunction, such as epilepsy, mental deficiency, and 
hemiplegia, and roentgenographic evidence of sinuous shadows 
within the skull. The skin lesion is usually a nevus flammeus 
of the face or scalp that often exhibits striking evidence of 
being confined to the areas of distribution of branches of the 
trigeminal nerve. It is usually unilateral but may be diffuse 
over both sides of the face, in which case the neural changes 
are often limited to the side more severely affected. Incom- 
plete forms characterized by an absence either of visible 
cutaneous lesions or of evident brain disease have also been 
recognized. The Sturge-Weber-Dimitri syndrome is remarkable, 
not so much for the hemangiomatous dysplasia that constitutes 
its anatomical basis, as for the secondary changes in the brain 
that accompany it. The histopathological alterations discernible 
in the cerebral cortex underlying the intracranial heman- 
giomatosis, which is generally restricted to the leptomeninx, 
although minor foci may be found within the cerebral cortex 
and in the subcortical medullary substance, are of two dis- 
tinct types: (1) complete or almost complete deficit of nerve 
cells with extensive gliosis and obliterative pericapillary 
fibrosis, and (2) pericapillary beading and sheathing, as well 
as spherical and mulberry concretions within the nerve cell 
layers with disorganization of the cytoarchitecture and gliosis. 
The changes in the cerebral cortex are probably caused by 
metabolic disturbances induced by venous stasis in the 
abnormally large number of pial veins. Very early development 
of extreme metabolic disturbances may result in complete 
loss of nerve cells with reactive gliosis and little calcification. 
A gradual reduction in metabolic activity, on the other hand, 
may lead to the deposition of either or both calcium and iron 
salts. The resulting double contour radiopaque densities visible 
in roentgenograms of patients with the Sturge-Weber-Dimitri 
syndrome will be found on close inspection to outline the 
cerebral convolutions, rather than calcified blood vessels. 
Similar lines of calcification appear in various other patho- 
logical states, but, when they are demonstrated in the roent- 
genograms of persons with port wine nevi of the face, they 
permit positive identification of the Sturge-Weber-Dimitri 
syndrome. 


Some Antecedent Factors in Family Histories of 392 Schizo- 
phrenics. C. W. Wahl. Am. J. Psychiat. 110:668-676 (March) 
1954, 


Wahl investigated the frequency with which certain factors 
entered into the life histories of 392 schizophrenic patients. 
These factors were selected because they seemed to appear 
with marked frequency and often seemed to be dynamically 
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related to the genesis of the subsequent psychosis. The factors 
investigated included among others rejection and/or over- 
protection by one or both parents; death, desertion, or divorce 
of the parents; ordinal placement in the sibling hierarchy; 
membership in a family of more than average size; and 
membership in various religious groups. Only 12% of the 392 
patients had family histories unmarred by marked and severe 
parental rejection or Overprotection and/or parental loss. The 
conditions to which the schizophrenic patient has been ex- 
posed in childhood are those likely to have been associated 
with a maximum of anxiety and feelings of helplessness. As 
regards the sibling position of the 227 males among the 392 
schizophrenic patients the author says that 24% were oldest 
children, 23% youngest, 16% next-to-youngest, and 11% the 
only child; all other placements constituted 25%. It is a 
widely held opinion that children from large families are less 
prone to neurotic or psychotic illness. Membership in a large 
family is often presumed to prepare one more adequately for 
adult life, because it accentuates opportunities for integrating 
behavior with that of others, the schizophrenic patient being 
deficient in this capacity. It was found, however, that the 
schizophrenic patients come largely from families of more 
than average size. Among the general population 13.7% of 
families have four or more children, but 52% of the schizo- 
phrenic males of this sample came from families with four or 
more children. The religious affiliations of the patient’s families 
seemed to be without influence. Wahl feels that the factors 
found in this study are probably not specific for the genesis 
of schizophrenia. A high incidence of parental loss has been 
found in other groups; psychotics, the psychosomatically ill, 
and delinquents, It should also be remembered that later 
influences and a shift to a better environment in the adolescent 
years may often counteract earlier disadvantages of parental 
loss or disinterest. The working through of his anxiety and 
guilt may lead to a greater maturity and sensitivity than would 
exist in a person who grows up under lesser stresses. Dereistic 
withdrawal via psychosis is but one of the means to handle 
the basic problems that touch all personality disorders. There 
may be factors in the life history of the schizophrenic not 
studied here that strengthen a dereistic resolution of his 
problems, or, instead, there may be a constitutional tendency 
to respond to stress in this fashion. More intensive studies 
will be required for a more complete answer to these questions. 


Impairment of Mental Function During Electric Convulsive 
Therapy. S. T. Michael. A. M. A. Arch. Neurol. & Psychiat. 
71:362-366 (March) 1954. 


Mental impairment in patients subjected to extensive electric 
shock treatment is so severe that it hinders all but the most 
superficial psychotherapy and interferes with social and occu- 
pational adjustment. The Noun Enumeration test was applied 
to 30 patients treated with electric shock treatments and to 
17 untreated patients to see whether it can be used to measure 
the mental deficiency produced by this form of treatment. 
The 30 patients had a minimum of 5 consecutive treatments, 
spaced not more than four days apart, with a range up to 13 
treatments (average, 7.06); in 3, the “electronarcosis” modifi- 
cation of electric convulsive therapy was used. Scores made 
in the test were found to decrease significantly after five or 
more treatments. The mechanism of the loss of word-naming 
ability seems to be a temporary suspension rather than a 
deletion of the function; termination of the electric convulsive 
treatment was followed by a return of the scores to the pre- 
treatment level within one week, and their continuing increase 
thereafter until by the end of the six weeks’ observation period 
they reached a level significantly higher than that of the first 
test. No decrease was found in the scores made by patients 
in the control group; in fact, their word scores showed a 
moderate increase on repetition of the test over a three weeks’ 
period. The word-naming test thus appears to be an objective, 
quantitative, statistically verifiable method of measuring the 
impairment of mental function that is clinically perceptible 
during electric shock therapy. 
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Rabies in Bats in Florida. H. D. Venters, W. R. Hoffert, J. 
E. Scatterday and A. V. Hardy. Am. J. Pub. Health. 44:182- 
185 (Feb.) 1954. 


While searching for a ball at the edge of shrubbery on a 
ranch in Florida, a 7-year-old boy was bitten by a bat in the 
upper pectoral region. The bat, which had remained attached 
to the boy’s chest, was examined at the insistence of the ranch 
owner, who had heard of rabies in vampire bats in Mexico. 
Negri bodies were found, and the bat was identified as a 
Florida yellow bat (Dasypterus floridanus). The boy who was 
bitten became ill 28 hours after the bite. The early symptoms 
of nausea and vomiting were rapidly followed by severe 
shock. Stools were loose and contained much blood. The 
temperature reached 102 F four hours after onset. Glucose 
and isotonic sodium chloride solution were given intravenously. 
Symptoms began to subside after about six hours, and the 
boy was well after a night’s sleep. Rabies immunization was 
started thereafter, and his subsequent history was uneventful. 
Bats were collected and examined. Of 208 apparently normal 
noncolonial bats, 6 were found to have evidence of rabies, 
and 4 of these 6 were among 85 bats taken on or near the 
ranch where the boy was bitten. Studies suggested that bat 
brains negative for Negri bodies may be positive for rabies 
by mouse inoculation. Bat brains negative for rabies by mouse 
incculation may have brain inclusion bodies that cannot be 
securely differentiated from Negri bodies by microscopic ex- 
amination alone. Mice inoculated with the bat brain material 
and found positive for rabies died from the 10th to the 19th 
days, but most commonly on the 14th and 15th days. The 
incubation periods were in line with those in mice inoculated 
with infected brain tissue of the larger mammals ordinarily 
tested for rabies. These observations raise the question as to 
the role of bats as a reservoir of the heretofore unexplained 
sporadic rabies in wildlife. 


GYNECOLOGY & OBSTETRICS 


Puerperal Hematomas: Report of 73 Cases and Review of 
Literature. T. W. McElin, V. M. Bowers Jr. and R. J. Paalman. 
Am. J. Obst. & Gynec. 67:356-366 (Feb.) 1954. 


In 40,932 deliveries conducted in the course of 10 years 
ending March, 1952, 73 puerperal hematomas occurred, an 
over-all incidence of 0.18% or one hematoma per 561 de- 
liveries. Of the 73 hematomas, 33 were vulvar, 22 vulvovaginal, 
11 vaginal, and 7 under or into the broad ligaments. In the 
55 patients with vaginal or vulvovaginal hematoma, the diag- 
nosis could be made by simple inspection of the perineum, 
while in the remaining 18 patients bleeding was concealed. 
The average age of the patients was 27.1 years. Sixty (82%) 
of the 73 women were either primigravidas or secundigravidas. 
The length of labor did not appear to be of significance. No 
maternal deaths occurred. Clinical morbidity, by the accepted 
definition, was present in 27 patients. Forceps were applied 
to infants that presented by the vertex in 52 cases (73%). 
Forty-two deliveries were by low forceps operations and 10 by 
midforceps. There were 3 breach deliveries and 18 spontaneous 
deliveries. Episiotomy was used in 68 cases (93%). General 
anesthesia was used 48 times (66%) and spinal anesthesia 24 
times (33%). The incidence of forceps delivery was much 
higher than that in all but one of the previously reported 
studies. The high incidence of forceps delivery as well as the 
high incidence of occurrence suggests that trauma may be an 
important causative factor. The authors disagree with McNally 
and Ehrlich who recently reported 52 instances of puerperal 
hematomas with an incidence of 80% operative delivery (low 
forceps), in that patients with saddle block anesthesia and low 
forceps delivery can be considered to have delivered normally 
and that trauma, is not, therefore, a significant factor. These 
patients may have delivered in the usual, but not in the normal, 
fashion and 80% operative delivery does not exclude trauma 
as a cause of puerperal hematoma. Of the authors’ 73 patients, 
37 were treated conservatively and 36 were managed by various 
types of surgery. Active management is surely indicated for 
the expanding hematomas. Not to be obscured by the plea for 
conservative obstetrics (nontraumatic delivery, meticulous episi- 
otomy closure, and precise hemostasis) and the plea for active 
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therapy, when indicated, is the important suggestion that the 
obstetric diagnostician must be alert to the possibility that the 
complication of puerperal hematoma may occur. Delay in 
diagnosis means needless destruction of tissue. Early recognition 
is crucial. 


Treatment of Erythroblastosis Fetalis with Replacement Trans- 
fusion. F. Feldman, H. C. Lichtman and V. Ginsberg. J. Pediat. 
44:181-190 (Feb.) 1954. 


One hundred six newborn infants with erythroblastosis 
fetalis were treated with replacement transfusion. The total 
amount of blood exchanged was 50 to 60 cc. per pound of 
body weight. One hundred milligrams of calcium gluconate 
was injected for each 100 to 150 cc. of blood exchanged, and 
500 mg. of calcium gluconate was given after the exchange 
was completed. After the replacement transfusion, the infants 
were given adequate doses of penicillin for three days. Erythro- 
blastosis fetalis was severe in 85 infants, moderately severe in 
16, and mild in 5. There were seven deaths, giving an over-all 
mortality of 6.6%. This is extremely low as compared with 
other large series similarly handled in many ways; it may be 
explained by the fact that in most of the authors’ cases the 
exchange transfusion was done within 8 hours after birth and 
in all within 24 hours after birth. Five of the seven patients 
who died were classified as having the severe form and two 
as having moderate cases of the disease. All infants treated 
with exchange transfusion became jaundiced after the trans- 
fusion. However, only two were severely ill. Their extended 
illness was due to secondary infection contracted while on the 
hospital ward. A substantial number of children required sub- 
sequent blood transfusions at varying intervals, although more 
than 50% of them required no supplementary transfusions. 
Follow-up studies were not extended beyond three years. Only 
one known case of kernicterus was observed in the surviving 
infants. The criteria of greatest value for use of replacement 
transfusion have proved to be (1) positive Coombs’ test on 
cord red blood cells; (2) cord blood hemoglobin level below 
15.5 gm.; (3) development of jaundice, pallor, and hepato- 
splenomegaly within the first 24 hours of life; and (4) pro- 
gressively developing laboratory evidence of hemolysis within 
the first 24 hours of life. The finding of a positive Coombs’ 
test plus any of the above listed abnormalities is an indication 
for immediate exchange transfusion. Replacement transfusion 
was done immediately on all infants with a positive family 
history if the Coombs’ test was positive. The practical and 
theoretical advantages of exchange transfusion are elimination 
of large amounts of circulating antibody; elimination of many 
of the affected red cells; replacement with an Rh-negative cell 
that is not affected by any remaining antibody; possible mobil- 
ization of fixed tissue antibody (if this exists); overloading the 
circulation is minimized; and elimination, in many cases, of the 
necessity for repeated transfusions. 


Effect of Pregnancy on Clinical Course of Malignant Mela- 
noma. B. F. Byrd Jr. and W. J. McGanity. South. M. J. 47:196- 
200 (March) 1954. 


The melanoma that exists before puberty is indistinguishable 
on either clinical or microscopic examination from the mela- 
noma of the sexually mature person. However, the prepuberty 
melanoma rarely, if ever, metastasizes to lymph nodes or vis- 
cera. Malignant melanoma under the influence of hormonal 
change in association with sexual maturation is changed from a 
benign to a malignant tumor. Changes that nevi and melanomas 
undergo during pregnancy provide further clinical evidence of 
the hormone-sensitive character of malignant melanoma. The 
authors present the histories of two women that illustrate the 
effects of pregnancy on melanoma. A 34-year-old woman had 
a 3 by 2 cm. raised, pigmented lesion in her suprasternal notch. 
This lesion had first been noted by the patient nine years prior 
to admission. At that time the growth was about the size of a 
“match head.” The lesion enlarged during the first pregnancy 
but receded somewhat after delivery. During the subsequent 
nine years the patient went through four other pregnancies, 
and each time there was gradual enlargement of the lesion with 
associated redness and itching. However, after each delivery 
the lesion resolved somewhat, although it never returned to 
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its original size. The woman’s last pregnancy terminated one 
year before admission. The lesion was excised widely and a 
split thickness graft applied. Microscopic examination proved 
that the lesion was a malignant melanoma. Nine months after 
operation, the patient was free of recurrence. The second 
patient was a 25-year-old woman, who three years before 
admission had noted a change in size of a mole on her left 
thigh. This lesion was excised locally, and it proved to be a 
malignant melanoma. At that time she was in the second tri- 
mester of her fourth pregnancy. Three months before admission, 
she noted for the first time a mass in her left inguinal region. 
This was excised and proved to be melanoma metastatic to the 
inguinal nodes. Within six weeks evidence of metastatic tumor 
to her scalp developed; this was confirmed by biopsy. At that 
time she was in the early part of the second trimester of her 
fifth pregnancy. Her condition deteriorated rapidly. She had 
many cutaneous and visceral metastases, and since malignant 
melanoma has been known to invade the placenta and even 
the fetus, labor was induced as soon as the fetus seemed to 
have a reasonable chance of survival. The infant weighed 4 Ib. 
3 oz. (1,899.42 gm.) and was viable at delivery, but died 24 
hours later. The placenta showed extensive involvement by 
the melanoma, but autopsy examination of the infant revealed 
no evidence of metastases. The mother died three weeks after 
discharge from the hospital. Moles in pregnant women must 
be carefully watched, and those that are subject to irritation 
must be removed. All such removals must include a liberal 
margin of adjacent tissue. Should a malignant melanoma be 
found, appropriate local and regional node dissection should be 
carried out immediately and without regard to the state of 
the coexisting pregnancy. The young woman who has had a 
malignant melanoma should be advised of the grave risk of 
pregnancy. This risk is great enough to justify surgical steril- 
ization. Castration has no value in the therapy or prevention of 
this neoplasm. Termination of pregnancy before apparent 
spread has taken place may prevent or delay such spread, but 
after metastases are present there seems to be little value in 
premature interruption of pregnancy. 


PEDIATRICS 


Tonsillectomy and Adenoidectomy: A Reevaluation of Results. 
J. A. Johnston and T. W. Watkins. J. Pediat. 44:127-133 (Feb.) 
1954, 


The authors’ appraisal of the results obtained by the removal 
of tonsils and adenoids in 598 children, followed up for two 
to nine years, was arrived at by (1) satisfactory replies of the 
children’s parents to a questionnaire sent to them for their own 
opinion on the effect of the removal on specific complaints; (2) 
rechecking several groups of patients with conditions thought 
to be influenced by chronic infection; and (3) a small series 
of metabolic studies before and after the procedure. Of the 
598 children, 112 (18.5%) were between the ages of 1 and 4 
years, 331 (55.5%) between the ages of 5 and 7, and 155 
(26%) between the ages of 8 and 14. Improvement in ear 
infections resulted in 71%. Of 72 patients with abdominal pain 
referable to chronic throat infection, 64 (89%) reported im- 
provement. Ten of 16 patients aged less than 4 years with 
bronchitis were improved, while in the older age groups 64 of 
71 reported improvement. Improvement was noted in only 13 
of 28 patients with sinus infection. The results of tonsillectomy 
on asthma were unsatisfactory in the authors’ own experience 
and from the reports in the literature. Of 22 asthmatics with 
a long follow up, 7 gave a history that asthma appeared for 
the first time shortly after the tonsillectomy, 7 had had it 
before the surgical intervention and were not benefited, and 
5 felt they were worse. In only three was there improvement, 
and that had lasted not longer than nine months. There was a 
complaint of anorexia in 144 children, and 121 (84%) of these 
reported improvement. An additional 42 patients, in whom 
anorexia was not recorded as the indication, volunteered the 
Statement that appetite had improved. Nitrogen retention was 
improved in nine children from an average of 0.06 gm. per day 
to the normal figure of 1.52 gm. per day. A nitrogen and cal- 
cium balance study conducted for 18 days before and 27 days 
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after the removal of the infected tonsils in an 8-year-old girl 
revealed a threefold increase in the storage of both nitrogen 
and calcium, the economy in the latter referable to pronounced 
reduction in fecal loss. Impaired hearing was benefited in seven 
of nine patients. In 8 of 10 cases of infectious arthritis, im- 
provement followed the removal of the tonsils. As a result of 
their experiences, the authors conclude that tonsillectomy and 
adenoidectomy remains a highly beneficial procedure in the 
properly selected case. The decision to remove tonsils and 
adenoids can be arrived at only after a sufficiently long period 
of observation has excluded other causes for the complaint. 


Pathological Anatomy of the Primary Complex with an a Pos- 
teriori Review of Radiographs in Reference to Some Late View- 
points Opposing the Classical Doctrine. C, Marino. Arch. “de 
Vecchi” anat. pat. 20:497-556 (Jan.) 1954. (In Italian.) 


The chronological order of the tuberculous parenchymal 
focus preceding the adenitis (Parrot’s law) in the development 
of tuberculosis constitutes the main point of the doctrine of 
the primary complex. Recent statements by French and Italian 
authors that the adenitis precedes the parenchymal focus have 
originated a polemic that is still in progress. Marino defends 
the classical doctrine on the basis of a review of the records 
of 40 patients with a history of primary complex who were 
seen at the Institute of Pathological Anatomy in Florence from 
1910 to 1945. The patients were between the ages of 3 months 
and 8 years and had died of acute miliary tuberculosis, tuber- 
culous meningitis, or bronchopneumonia. Clinical results, labo- 
ratory investigations, anatomic findings, and standard antero- 
posterior radiographs (these for 14 patients) were available. 
From the anatomic standpoint, the main findings were (1) a 
single, small, caseous or fibrocaseous parenchymal focus 
generally beneath the pleura in the right lung at the base of the 
various lobes and in the ventral, or more rarely dorsal, position 
and (2) a tuberculous hilar adenitis, caseous or fibrocaseous, 
isolated or multiple, and often homolateral. The parenchymal 
focus could be seen on the radiographs only after accurate 
investigation and almost always on the basis of the autopsy 
findings. The author found it in 85% of the cases and says 
that, in the cases in which it could not be visualized, its shadow 
might have been projected outside the pulmonary field that 
could be seen on the standard anteroposterior radiographs; in 
fact, autopsy had indicated that it was present in these cases 
also. The hilar and paramediastinal shadow corresponding to 
the secondary peribronchial and paratracheal adenitis could 
be seen in all instances. Marino discusses the relationship 
between the parenchymal focus and the adenitis and shows 
how and why the adenitis could not precede the parenchymal 
focus. He says that a tuberculous adenitis may be considered 
to be primary only after serial roentgenograms, body section 
roentgenograms, and anatomic findings have proved that there 
is no parenchymal involvement. He feels that Parrot’s law is 
still the basis of the doctrine of the primary complex. The 
chronological order of the development of tuberculosis as 
upheld by this doctrine may sometimes appear doubtful, but 
it is only because of insufficient investigations and limited 
technical means. 


Clinical Study of the Primary Complex: The Lymphatic System 
in Pathogenesis of Pulmonary Tuberculosis. S. Taronna. Clin. 
pediat. 35:885-897 (Dec.) 1953. (In Italian.) 


Taronna objects to the chronological order of the develop- 
ment of tuberculosis as upheld by the theory of the primary 
complex. According to this theory tuberculosis follows this 
pattern in its development: (1) fixation of the bacteria in the 
organ and formation of the first tuberculous nodule; (2) 
secondary lymphangitis; and (3) invasion of the mediastinal or 
abdominal lymph nodes. Rarely has Taronna found this 
sequence in his personal experience. As an example, he reports 
the results of a review of the roentgenograms that were taken 
of the patients who were victims of the 1942 epidemic of Dolo 
(province of Venice). At that time, two groups of infants, only 
one of which had been vaccinated against tuberculosis, were 
housed together because of war housing limitations. Some 
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months later, an epidemic of tuberculosis occurred; the disease 
developed in 25.9% of the infants who had not been vaccinated, 
and 14.1% of them died; it developed in only 16.6% of those 
who had been vaccinated, and none of them died. The author 
never saw evidence of a parenchymal focus, but he found vast 
Caseous masses and miliary tubercles in the radiographs of the 
infants who had not been vaccinated, and simple or allergic 
adenopathies in those of the children who had been vaccinated. 
Roentgenograms taken 8 years later of most of those who had 
survived revealed the presence of calcific parenchymal foci. 
These findings were confirmed by Monaldi, and they seem to 
support the hypothesis that the parenchymal involvement is 
secondary to the hilar involvement, and this is contrary to the 
assertions of those who support the doctrine of the primary 
complex. However, because these were a posteriori observa- 
tions,Taronna studied the roentgenograms of another group of 
patients who were victims of a similar epidemic that occurred 
recently in a school of the Burano island (province of Venice). 
Tuberculosis had been transmitted to the pupils of a class by a 
teacher who had tuberculosis of the right lung and whose spu- 
tum was laden with bacteria. Tests for tuberculosis proved posi- 
tive in all these pupils, and the disease developed in 60% of 
them. But a timely intervention arrested its course in all at the 
allergic phase. The author followed these children during the 
various stages of the disease and made repeated roentgenograms 
of each. He found evidence of the primary complex in only 
three of them, but the disease was localized at first in the hilus 
and from there spread to the parenchyma. Taronna does not 
draw dogmatic conclusions from these results, but he hopes 
that they will induce other workers to study and test the validity 
of the doctrine of the primary complex. 


Treatment of the Nephrotic Syndrome with Corticotropin. I. A. 
Mochtar and O. M. de Vall. Maandschr. kindergeneesk. 22: 
20-25 (Jan.) 1954. (In Dutch.) 


According to Mochtar and de Vaal, the pathogenesis of the 
nephrotic syndrome in children is still obscure and no treat- 
ment is known that effects cure. They resorted to treatment with 
corticotropin in seven children who had chronic nephritis with 
the nephrotic syndrome. They found that it is sometimes pos- 
sible to produce a remission with fairly large doses of cortico- 
tropin, but cure failed to result in any of the cases. In one of 
the children, a steroid diabetes developed. The first of the 
two hypotheses that have been advanced with regard to the 
mode of action of corticotropin in the nephrotic syndrome is 
that under the influence of corticotropin glucocorticoids are 
produced in the adrenal cortex, that in turn exert an inhibiting 
effect on the substances that influence the mineral metabolism. 
Furthermore the aforementioned substances either block the 
secretion of pituitrin or inhibit its effect. A second hypothesis 
suggests that an early stimulating effect on the adrenal cortex 
is followed by a reduced function (sort of fatigue); and during 
this phase loss of minerals and water occurs as in Addison’s 
disease. This suggestion of two opposing theories indicates how 
highly complicated the involved processes are. 


To What Extent Does Vaccination with BCG Protect Against 
Tuberculosis? M. Daelen and E. Dix. Monatsschr. Kinderh. 
101:517-519 (Dec.) 1953. (In German.) 


During the period from October, 1947, to December, 1949, 
162,865 children between the ages of 3 and 18 years were 
vaccinated with BCG in Hesse, Germany. This number was 
selected from 349,181 children who had given a negative re- 
action to the tuberculin test. Daelen and Dix investigated the 
occurrence of tuberculosis among vaccinated and nonvaccinated 
tuberculin negative children in 23 counties in Hesse where 
70,424 had been vaccinated and 92,145 had not been vaccinated 
against tuberculosis with BCG. At the end of four years, 45 
cases of tuberculosis had developed among the 70,424 who 
had been vaccinated and 318 cases among the 92,145 who had 
not been vaccinated. On the basis of the absolute figures, and 
after deducting the two cases in which BCG vaccination had 
been administered during the preallergic phase, the morbidity 
in those vaccinated with BCG was 0.6 and of those not vac- 
cinated was 3.5 for each 1,000 children observed. Thus the 
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morbidity ratio was 1:5.7 of the vaccinated to the nonvac- 
cinated. The tuberculosis morbidity among those vaccinated 
with BCG was not greater in large cities, where exposure is 
much greater, than it was in rural regions, whereas among the 
nonvaccinated children the incidence of tuberculosis was much 
greater in the larger cities. For this reason vaccination with 
BCG should be carried out particularly in the larger cities. 


Peristaltic Hormone in Newborn Infant. F. de Filippi and W. M. 
Dominguez Jr. Rev. Asoc. méd. argent. 67:463 (Nov. 15-30) 
1954, (In Spanish.) 


The subject of this report was admitted to the hospital five 
days after birth with a possible diagnosis of intestinal obstruc- 
tion or pylorospasm. The infant weighed about 2,721.55 gm. 
During the five days of his life, he vomited material containing 
bile whenever he was fed and did not pass meconium. He was 
fed through a duodenal tube, but the vomiting continued. A 
rectal tube was passed frequently without obtaining meconium. 
At roentgen examination, the small intestine appeared to be 
patent and the colon showed normal filling after an enema. The 
patient was given 228 mg. of dried extract of peristaltic hor- 
mone at intervals of 24 hours for two consecutive days. Shortly 
after the first dose, the patient showed tolerance to food, and a 
little later he had the first bowel movement. Feeding and 
passage of feces became normal during the two days of the 
treatment and continued so after its discontinuation. The patient 
was discharged two weeks after discontinuation of the treat- 
ment. This is the first case in the literature of administration 
of peristaltic hormone to a newborn infant. The dose of the 
peristaltic hormone for the newborn is about 100 mg. for 
each kilogram of body weight. The tolerance to the drug is 
good and results satisfactory. 


UROLOGY 


Adrenalectomy in Treatment of Prostatic Cancer. W. F. Whit- 
more Jr., H. T. Randall, O. H. Pearson and C. D. West. 
Geriatrics 9:62-69 (Feb.) 1954. 


Whitmore and associates point out that, in addition to the 
general evidence for a role of the adrenal gland in neoplastic 
growth, adrenalectomy for prostatic cancer rests on the two 
postulates (1) that prostatic cancer may be an androgen de- 
pendent tumor and (2) that the ultimate relapse usually occur- 
ring in patients with prostatic cancer treated by castration and 
estrogen may be the result of androgen derived directly or 
indirectly from the adrenal glands. The present report is based 
on experience with bilateral adrenalectomy in the treatment of 
17 patients with prostatic cancer. The operation was performed 
in one stage, usually through bilateral lumbar incisions. The 
patients were maintained during operative and postoperative 
periods with cortisone or hydrocortisone as the only hormonal 
replacement therapy. There were four deaths within one month 
of operation; two of these were the result of progressive cancer 
in patients who were almost moribund as a consequence of the 
neoplasm at the time of the operative procedure; one death 
occurred three weeks postoperatively from myocardial infarc- 
tion; and one death occurred on the second postoperative day 
of cerebral hemorrhage. Two other patients did not survive 
the second month following bilateral adrenalectomy; both died 
of progressive cancer. Of the 15 patients who survived more 
than one week postoperatively, 11 obtained a subjective re- 
mission that varied in duration from 14 to 220 days, but in 
only 6 of these 11 patients did this improvement extend beyond 
two months. Thus, although a relatively high incidence of 
subjective improvement is obtained after bilateral adrenalec- 
tomy, the symptomatic remission does not seem sufficiently 
long to warrant this radical operation. Although two instances 
of objective regression indicate that bilateral adrenalectomy is 
capable of inducing regression of prostatic cancer in certain 
instances, the favorable effects have been so short-lived that 
the general use of the procedure cannot be justified on the 
grounds of such a possibility. No criteria are now evident that 
permit selection of candidates for the procedure in such a way 
as to guarantee a reasonably long remission. 
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Gross Hematuria in Sickle Cell Disease. H. G. Lund, J. J. 
Cordonnier and K. A. Forbes. J. Urol. 71:151-158 (Feb.) 1954. 


Lund and associates mention several reports on hematuria 
in sickle cell disease and add histories of seven Negro patients, 
with proved sicklemia, who had gross hematuria. The bleeding 
was unilateral in all but one of the cases, in which there was 
arecurrence of gross hematuria from the remaining right kidney 
four years after left nephrectomy for uncontrollable bleeding. 
Nephrectomy was performed in two of the seven patients be- 
cause of uncontrollable bleeding. The removed kidneys were 
sectioned and examined, and in neither case could any reason 
be found to explain the hematuria other than the presence of 
sickled erythrocytes within the engorged small vessels, venules, 
capillaries, and glomeruli. Laboratory tests, which were made 
in all seven patients, included tests for blood dyscrasia, cultures 
for tubercle bacilli, and, in the last four cases, Papanicolaou 
stains. In all cases, sickle cell tests were made. The percentage 
of sickling on repeated tests varied in one case as much as from 
none to 80%. No explanation is apparent for the wide variation 
of sickling at different intervals. The occurrence of hematuria 
in sickle cell disease is probably commoner than heretofore 
realized, and many of the reported cases of unexplained hema- 
turia in Negro patients could possibly have been caused by this 
disease. No acceptable explanation can be given as to why 
bleeding occurs in this disease, nor why it usually presents itself 
as unilateral hematuria, particularly from the left kidney. Not 
until the pathogenesis of the disease is understood will adequate 
treatment be possible. The authors do not advocate nephrectomy 
in patients with sickle cell disease having unilateral gross hema- 
turia for two reasons. First, as pointed out by Bauer, patients 
with sickle cell disease are poor surgical risks. Second, in one 
of their patients hematuria due to sickle cell disease recurred 
in the remaining kidney four years later. They feel now that 
nephrectomy should be done only when bleeding results in a 
steadily increasing anemia that cannot be controlied by any 
method including repeated blood transfusions. They noted 
that in most cases hematuria ceased without complications or 
sequelae. 


Hematogenic Spread After Nephrectomy in Renal Tuberculosis: 
Case of Bacillemia After Cavernous Inoculation During 
Nephrectomy, Cured by Streptomycin. A. Ladehoff. Ugesk. 
laeger 116:39-47 (Jan. 14) 1954. (In Danish.) 


Ladehoff found miliary spread to be the cause of death in 5% 
of all nephrectomies in renal tuberculosis, and about one-fourth 
of the deaths within the first half year after nephrectomy were 
attributed to miliary spread. Renal tuberculosis is usually com- 
bined with other foci and, in men especially, with genital tuber- 
culosis. Oftener than extrapulmonary tuberculosis of other 
localization, urogenital tuberculosis ends in acute generaliza- 
tion. The tendency to spontaneous generalization in urogenital 
tuberculosis because of poor resistance as well as several simul- 
taneous foci is considered by many authors insufficient explana- 
tion of the frequency of miliary spread during the first half year 
after nephrectomy. The surgical intervention itself is regarded 
as a possible cause. A distinction is made between miliary spread 
indirectly and directly due to nephrectomy. The indirect effect 
is more frequent and depends on lowering the resistance of the 
organism. It is generally impossible, from the early postoperative 
course, to evaluate the danger of generalization in the individual 
case. Reduction in postoperative generalization rests on the 
change in the conservative direction of indication for nephrec- 
tomy in renal tuberculosis and on -specific antibiotics. The 
operation is not urgent, except in cases with complicating septic 
pyelonephrosis or grave cystitis, and should not be performed 
in cases of unexplained increased temperature, poor general 
condition, progressive pulmonary tuberculosis or other foci in 
progression, positive Barge-Bourgain test, and negative Mantoux 
reaction, Directly, nephrectomy in renal tuberculosis leads to 
bacillemia during the operation because of intravenous inocula- 
tion of tubercle bacilli from the extirpated kidney. Whether the 
bacillemia, manifested by hyperthermia shortly after the opera- 
tion, causes miliary tuberculosis depends partly on the number 
and virulence of the inoculated bacteria and partly on the re- 
sistance of the organism. Traumatic bacillemia may result from 
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a cavernovenous reflux or rupture of a cavity into a vein from 
manipulation during removal of the kidney. In the case of post- 
operativ: hyperthermia described, a cavernovenous reflux or 
cavity r pture into a vein during a complicated nephrectomy 
was verified by pyelography of the excised kidney. After specific 
antibiotic treatment, the temperature rapidly became normal and 
the patient recovered. Recovery from postoperative bacillemic 
hyperthermia after streptomycin treatment has not previously 
been reported. In order to avoid acute postoperative generaliza- 
tion, preoperative and postoperative treatment with streptomycin 
is advised, together with careful evaluation before nephrectomy 
of the degree of tuberculosis infection. Pyelography of the ex- 
tirpated kidney is recommended as a routine procedure to reveal 
possible bacillemia resulting from traumatic inoculation in con- 
nection with nephrectomy. 


OPHTHALMOLOGY 


Notching of Optic Chiasm by Overlying Arteries in Pituitary 
Tumors. C. W. Rucker and J. W. Kernohan. A. M. A. Arch. 
Ophth. 51:161-170 (Feb.) 1954. 


Tumors at the optic chiasm may produce defects in visual 
fields by interruption of blood supply, by direct pressure of the 
tumor, or by forcing the optic nerves or chiasm against firm 
neighboring structures, such as the margins of the optic canals 
or the arteries of the circle of Willis. The last circumstance 
appears to account for many of the defects in the lower portion 
of the field encountered relatively late in the course of tumors 
in this region. On the other hand, the upper bitemporal hemi- 
anopsia that appears early may be attributed to direct pressure 
against the anterior margin of the chiasm and interference with 
its blood supply. When a tumor of the pituitary body lifts the 
optic chiasm up against the anterior half of the circle of Willis, 
the anterior cerebral arteries do not give way freely but are 
pulled taut between the internal carotid arteries and come to 
lie directly across the chiasm, which is squeezed between the 
tightly drawn arteries and the tumor. The slow, progressive 
penetration of vessels into the nerve tissue is caused by direct 
pressure and also by the constant pounding of the arterial pulse. 
Five cases are presented in detail, in each of which a tumor of 


the hypophysis caused such pressure on the optic chiasm. The” 


patients complained of progressive loss of vision, and three also 
had headache. All died shortly after neurosurgical intervention 
—complete removal of the tumor in one, partial removal in 
two, and no removal in two because the lesion resembled an 
aneurysm. At necropsy, the chiasms showed various degrees of 
notching by the anterior cerebral arteries. The authors conclude 
that this notching may be responsible for defects in the visual 
fields associated with hypophyseal tumors, especially losses in 
the lower quadrants of the fields that occur during the middle 
and late stages of growth of the tumor. 


Ocular Manifestations of Infectious Mononucleosis. O. R. 
Tanner. A. M. A. Arch. Ophth, 51:229-241 (Feb.) 1954, 


It is pointed out that ocular manifestations are not given 
enough consideration in the literature on infectious mono- 
nucleosis. Since ophthalmoscopic and ocular examinations are 
frequently omitted, ocular involvement is commoner than in- 
dicated. The case reported by the author is one of proved 
infectious mononucleosis in a 17-year-old girl exhibiting the 
previously unreported pattern of bilateral iridocyclitis and 
papilledema. The papilledema occurred in the absence of a clear 
clinical picture of encephalitis or meningitis and was associated 
with pain on rotation of the eyes or backward pressure on the 
globe, together with mild visual symptoms. There is reason to 
believe the optic disk edema represented an optic neuritis or 
papillitis as an inflammatory change. The concurrence of an 
active anterior uveitis and pain on rotation of the globes lends 
weight to this observation. The iridocyclitis clinically appeared 
to be of a nongranulomatous type. The course of the ocular 
manifestations was short, and there. was no evidence of tissue 
destruction and no permanent functional loss resulted. The early 
presence of fever, vomiting, headache, and papilledema pre- 
sented a difficult and serious diagnostic problem. The laboratory 
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finding of a positive heterophil agglutination test in high titer 
and the observation of the infectious mononucleosis cells in the 
blood stream can be of great aid. It is clear that there is a 
characteristic pathological lesion of infectious mononucleosis, 
There is evidence that the potential seriousness, the high rate of 
incidence, and the widespread distribution of the lesion have 
not been fully appreciated heretofore. The possibility that this 
disease is a causative agent in certain cases of conjunctivitis, 
periorbital edema, retro-orbital pain, optic neuritis, retinal 
edema, and uveitis is suggested. 


Carcinoma at the Corneal Limbus Treated with Strontium 90 
Applicator. S. Kaae. Acta ophth. 32:69-75 (No. 1) 1954. (In 
Engiish.) 


Carcinomas at the corneal limbus usually appear as small 
hard tumors with the whitish hue of mother-of-pearl. Histo- 
logically, they are squamous cell or basal cell carcinomas, and 
clinically they are relatively benign. Their spread is mainly 
superficial, with a tendency to progression along the limbus but 
not to deep invasion. Owing to the superficial, relatively benign 
nature of the carcinomas, the treatment of choice is some gentle 
procedure that usually leaves the eye intact. Radiotherapy has 
given satisfactory results. In this area, the tolerance of ionizing 
radiation is high, but complications such as cataract or glaucoma 
may arise unless radiation with a low depth dose is used. Kaae 
says that at the Radium Center in Copenhagen a strontium 90 
applicator has been used for carcinoma of the corneal limbus 
since January, 1951. It has a circular, active surface with a di- 
ameter of 7.8 mm. and a surface intensity of about 22 roentgen 
equivalent betas per second. It has been used in the treatment of 
superficial benign lesions of the cornea and conjunctiva (among 
others vernal conjunctivitis, pterygia, phlyctenae, and to prevent 
revascularization of the corneal stroma following superficial 
keratectomy) and in three cases of carcinoma of the corneal 
limbus. Since carcinoma of the corneal limbus is of compara- 
tively rare occurrence and since the strontium 90 applicator 
appears to be suitable for their treatment, these three case 
histories are presented. Two were identified microscopically as 
parakeratotic carcinoma, whereas one exhibited epithelial hyper- 
plasia with pronounced nuclear abnormalities, but not definitely 
invasive growth. In the first patient, a trial was made with small 
‘doses, but at doses of 1,000 to 4,000 rep of beta radiation the 
tumor did not disappear completely or at least soon recurred. 
Doses of 4,500 to 5,000 rep resulted in complete disappearance. 


OTOLARYNGOLOGY 


Tumor Involving Laryngeal Cartilages. A. Ehrlich, A. M. A. 
Arch. Otolaryng. 59:178-185 (Feb.) 1954. 


The cartilages of the larynx are of the hyaline variety, which 
may be transformed into bone. This transformation is already 
present in some subjects in the third decade, and in old age the 
laryngeal cartilages may be completely ossified. Since bony 
metaplasia of the laryngeal cartilages occurs frequently in the 
cancer age group and tumor metastases to bone are common, 
metastases to these cartilages should not be rare. Nevertheless, 
a review of the literature reveals no reports of metastases to 
the laryngeal cartilages. In this paper Ehrlich presents five 
cases of metastases to the thyroid and cricoid cartilages from 
carcinomas and three cases of tumor involvement of these 
cartilages by leukemia and multiple myeloma. The cases with 
metastases from carcinomas included two each with broncho- 
genic and mammary carcinoma and one with a prostatic carci- 


noma; multiple myeloma caused metastases to the laryngeal . 


cartilages in one and myelogenous leukemia in two cases. These 
eight cases were found when the thyroid and cricoid cartilages 
were examined in 100 consecutive autopsies of patients with 
neoplastic diseases. The cartilages were studied microscopically 
in all cases in which there were generalized bone metastases 
(36 cases) and in those that had no tumor involvement of bone 
but in which metaplasia of the cartilages was present. Tumor 
was found in the cartilages of only those cases in which there 
was both metaplastic bone formation in the laryngeal cartilages 
and extensive tumor involvement of bone. 
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THERAPEUTICS 


Observations on Antirheumatic and Physiologic Effects of 
Phenylbutazone (Butazolidin) and Some Comparisons with 
Cortisone. B. B. Brodie, E. W. Lowman, J. J. Burns and others, 
Am. J. Med. 16:181-190 (Feb.) 1954. 


Brodie and associates summarize the present knowledge 
concerning the physiological disposition of phenylbutazone 
(Butazolidin) and report their observations on its effects in 18 
hospitalized patients who were severely disabled with rheuma- 
toid arthritis and who had active inflammation of the joints, 
All antirheumatic medication had been discontinued, and for 
two weeks prior to the period of study the patients were ex- 
amined periodically to evaluate the degree of articular inflam- 
mation. Following the initial period of observation, the patients 
were given placebos for seven days, four capsules daily with 
meals. Fluid output and body weight were recorded daily. In 
six patients, eosinophil counts and urinary excretion of sodium, 
potassium, chloride, and 17-ketosteroids were also measured, 
After the period of placebo administration, the patient was either 
given phenylbutazone or continued on placebos; neither the 
observers nor the patient knew at the time which was being 
given. The daily dose of phenylbutazone was 800 mg. given in 
gelatin capsules, each containing 200 mg. of powdered drug; 
the capsules were given with breakfast, one with lunch, and 
one with dinner. Duration of therapy varied from 8 to 105 
days. After discontinuance of phenylbutazone therapy, cortisone 
was administered to 12 patients in whom active inflammation 
recurred. This drug was given in initial doses of 100 mg. daily 
for 10 days to two weeks, with gradual reduction thereafter to 
maintenance levels of from 25 to 75 mg. Ten nonarthritic sub- 
jects without heart, liver, or kidney disease were also given 
phenylbutazone in therapeutic doses in order to study in greater 
detail the urinary excretion of electrolytes and the effect on 
circulating eosinophils and blood volume. Fifty-nine additional 
patients were given phenylbutazone for periods of one week to 
six months without detailed study in order to obtain information 
regarding side-effects of the drug. It was found that phenyl- 
butazone exhibits antirheumatic effects that are comparable 
to those shown by cortisone and corticotropin, and like these 
hormones the drug causes urinary retention of sodium chloride 
and water and may reactivate peptic ulcers. Unlike cortisone it 
does not affect the excretion of potassium or cause eosinopenia 
or increased ketosteroid excretion. It is concluded that the action 
of phenylbutazone is not medicated through the adrenal cortex. 
During phenylbutazone therapy, there is often a fall in erythro- 
cyte count, hemoglobin level, and hematocrit; this is primarily 
the result of hemodilution and not of depression of the hemato- 
poietic system. Plasma levels of phenylbutazone approach a 
limiting concentration as dosage is increased. Most subjects 
achieve plasma levels on 400 to 600 mg. daily that are only 
slightly lower than when 800 mg. are given. 


Phenylbutazone (Butazolidin) in Gout. W. C. Kuzell, R. W. 
Schaffarzick, W. E. Naugler and others. Am. J. Med. 16:212-217 
(Feb.) 1954. 


This report is concerned with the use of phenylbutazone in 
a group of 200 patients with acute gout and/or chronic gouty 
arthritis observed from November, 1950, to May, 1953. During 
the first eight months, phenylbutazone was used with equal parts 
of aminopyrin in the mixture known in Europe as Irgapyrin 
and in the United States as Butapyrin. For the most part, phenyl- 
butazone was administered orally in coated tablets of 100 or 
200 mg. or in capsules containing 200 mg. It was given intra- 
muscularly as a 20% solution of its sodium salt or, because 
of pain at the site of injection, in combination with local 
anesthetics. The usual intramuscular dose was 1 gm. In the 
early months of this study, daily oral dosage ranged from |00 
to 1,600 mg., but later the average daily dose rarely exceeded 
600 mg. Great improvement or complete remission was achieved 
in 84% of the patients. Men responded more favorably than 
women, and acute gout proved more amenable than chronic 
gouty arthritis. Among 408 patients with painful musculoskeletal 
disorders other than gout, the beneficial effect of phenylbutazone 
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was appreciably less in those patients who had elevated serum 
uric acid than in those with normal uric acid levels. This sug- 
gests that the characteristic diminution of serum uric acid pro- 
moted by phenylbutazone may not be the most important 
pharmacological action of the drug. Intramuscular administra- 
tion effects a more rapid remission of acute gout than does oral 
administration of phenylbutazone. Maintenance therapy in 
chronic gouty arthritis with phenylbutazone, 100 to 600 mg. 
daily, greatly reduced the attack rate, severity, and duration of 
acute exacerbations. This control was exerted even in the pres- 
ence of serum uric acid levels that had again risen to pretreat- 
ment magnitude. In no case were tophi observed to increase or 
decrease in size. Seventy-one toxic side effects occurred in 52 
(26%) of the 200 gouty patients. In 14 patients (7%), toxicity 
was severe enough to warrant discontinuance of the drug. The 
commonest untoward reactions were edema and nausea. No 
agranulocytosis or activation of peptic ulcer was observed 
among these patients. Undesirable effects were less severe in 
gout than in other painful muscoloskeletal disorders and usually 
occurred early in the course of treatment. 


Treatment of Intestinal Amebiasis with Fumagillin (Fugillin). 
E. L. MacQuiddy. Antibiotics & Chemother. 4:178-184 (Feb.) 
1954. 


MacQuiddy says that, in the upper Missouri River Basin, 
amebiasis is not too severe. Patients present a wide variety of 
symptoms of which fatigue is the most prominent. Before 
fumagillin (Fugillin) was available, results with drug therapy 
left much to be desired, the stool tests remaining positive in a 
large percentage of cases. In the diagnosis of amebiasis, the 
author prefers direct stool examination to the flotation method. 
He also obtained many stained smears, and in a few instances 
he used the culture method. To confirm the direct stool exami- 
nation, he used a complement fixation method. The results of 
the complement fixation agreed with those of the examination 
of the stool in 47 of 56 cases. Barium enemas also were used 
whenever possible, and particular attention is given to a peculiar 
fine serration of the mucosal pattern. The author began the use 
of fumagillin in April, 1952, and presents the results obtained 
with it in 82 cases of intestinal amebiasis. Sixty persons in this 
series had been treated previously with other drugs. This report 
on fumagillin is preliminary. While work is still in the investi- 
gative stage, the results show enough promise for studies to 
be continued. The cases are divided into four groups according 
to their severity, but there is no sharp distinction between the 
groups. Fumagillin was given in capsules twice a day. In the 
beginning, the capsules contained 40 mg., later 20 mg., and now 
10 mg. Treatment with two capsules daily is continued for 10 
days. As the dose was reduced, the number of reactions de- 
creased in number and severity. Even with this reduced dosage, 
however, patients may have mild abdominal cramps, some 
looseness of the stool, and occasionally a mild vesicular rash. 
Most of the patients treated have noted improvement shortly 
after the beginning of treatment with fumagillin. Others did 
not notice any improvement until the drug was withheld. Six 
patients required three 10 day courses before their stools be- 
came negative for amebas. A 90 day follow-up was possible in 
32 of the patients, and in 29 of these the stool was free of 
amebas, 


Demerol® as an Anti-Scorpion Therapeutic Agent. H. L. 
Stahnke, Arizona Med. 11:51-52 (Feb.) 1954. 


When it was found that several children, who had died from 
apparent scorpion bites, had received meperidine (Demerol) as 
a therapeutic agent, and when it was learned that some of these 
children had not reacted in a typical manner, the need for an 
investigation into the combined effect of meperidine and Centru- 
roides sculpturatus Ewing scorpion venom was realized. Studies 
were carried out on albino rats and revealed that meperidine 
acts synergistically with Centruroides sculpturatus venom to 
produce a lethal effect. Consequently, the therapeutic use of 
meperidine is contraindicated in persons under the influence 
of Centruroides sculpturatus scorpion venom. 
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Effect of Fluoroacetate upon Poliomyelitis in Monkeys. T. 
Francis Jr., G. C. Brown and A. Kandel. Proc. Soc. Exper. 
Biol. & Med. 85:83-85 (Jan.) 1954. 


Francis and co-workers say that recent studies in their labora- 
tory demonstrated that the intraperitoneal administration of 
sodium fluoroacetate inhibits the growth of influenza virus in the 
lungs of mice and that it suppresses the growth of the Lansing 
strain of poliomyelitis virus in the brains of mice. The present 
report describes the effect of intravenously inoculated fluoro- 
acetate on poliomyelitis in cynomolgus monkeys (Macaca irus) 
weighing between 1.5 and 3.5 kg. A fresh solution of sodium 
fluoroacetate was prepared in distilled water and inoculated 
intravenously in measured quantities to give the desired milli- 
grams per kilogram of body weight. Toxicity tests determined 
that a dosage of 5 mg. per kilogram was near the maximum 
tolerated dose. This dose was given to the monkeys on the day 
of, or three days following, subcutaneous inoculation of type 1 
poliomyelitis virus. Nine of 42 monkeys that received the drug 
on the same day as the virus resisted clinical infection as did 5 
of 23 animals receiving the drug on the third day after the 
virus. All control animals became paralyzed. Citrate did not 
accumulate in brain tissue of treated monkeys, suggesting that 
the action of fluoroacetate was at some site other than the brain. 


Clinical, Biochemical, and Hormonal Studies on Action of 
Pineal Body Extract in Patients with Neoplasms. G. Lenti, 
G. M. Molinatti, A. Pizzini and others. Minerva med. 45:1-8 
(Jan. 6) 1954. (In Italian.) 


The lyophilized extract of the pineal body of the ox was given 
to 16 patients with inoperable, and in some instances recurrent, 
cancer (lung, breast, ovaries, kidney, prostate, and reticulosar- 
coma of the lymph nodes). A dose of 1 or 2 gm. was given in 
two or four divided doses (0.5 gm.) daily, and the treatment 
was continued for from two weeks to more than two months. 
There were no side-effects other than a transitory burning pain 
in some patients at the time of the injection. The patients’ gen- 
eral condition was improved, and return of appetite, gain of 
weight, drop or disappearance of fever, drop in the erythrocyte 
sedimentation rate, and improvement of the blood picture were 
observed. In some instances, the roentgenograms indicated a 
decrease in the volume of the primary cancer or the metastases 
and in others an arrest of their growing process. The glycemia 
was increased slightly and the cholesteremia greatly (50 to 
100%) in most of the patients; but there was a return to the 
values recorded before the treatment as soon as administration 
of the extract was interrupted. In some patients, the daily urinary 
output was increased by from 30 to 50%. Because of the limited 
evidence given by hormonal and biochemical examinations, the 
authors cannot explain the mechanism of action of this extract. 
But they feel, as other workers do, that this extract alters the 
endocrine balance that, with other factors, governs the mecha- 
nism of the origin and development of neoplasms. They sug- 
gest that the extract might have an estrogenic action, and they 
believe that not one but two factors with an antagonistic action 
are secreted by the pineal body. 


Fatal Agranulocytosis After Mesantoin Treatment of Epilepsy. 
E. Kigrboe and C. M. Plum. Ugesk. laeger 116:47-53 (Jan. 14) 
1954. (In Danish.) 


From 1949 to 1953, about 375 patients in the epileptic de- 
partment of Koloni Filadelfia were treated with Mesantoin (3- 
methyl-5,5-phenylethyl hydantoin). Four fatal cases occurred 
in which Mesantoin is believed to have been the direct cause 
of the agranulocytosis. In the first case, with chronic rhino- 
pharyngitis, blood studies showed no leukopenia, and Mesantoin 
treatment was continued. The agranulocytosis is ascribed to the 
Mesantoin in combination with the chronic infection. The sec- 
ond case shows the danger in giving certain antispasmodics to 
patients whose reticuloendothelial system has been blocked by 
Thorotrast, a radiopaque substance containing 25% thorium 
dioxide used in angiography. The patient had also received 
Dimedione (3-ethyl-5,5-dimethyl-2,4-diketo-oxazolidine), and the 
combination may have played a part in the fatal outcome. In 
the third instance the first certain side-effects did not appear 
until a month after withdrawal of Mesantoin and after a minor 
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gynecologic intervention and subsequent menstrual bleeding. 
While Dimedione had not been given simultaneously with 
Mesantoin and had been discontinued four months before the 
crisis, it may share part of the responsibility for the death. The 
fourth case was a typical Mesantoin agranulocytosis; the first 
side-effects appeared two and a half months after the last blood 
study. Kigrboe and Plum conclude that treatment with Mesan- 
toin requires constant and regular blood study by specially 
trained personnel, with examination also of the bone marrow. 
Even this control does not insure complete safety against fatal 
complications. Mesantoin should not be prescribed before other 
antispasmodics have been tried. Blood chemistry studies should 
be extended for at least three months after discontinuation of 
Mesantoin. Every infection, although blood and bone marrow 
are normal, calls for immediate withdrawal of Mesantoin, to 
be supplanted by Phenemal, for example, or possibly Difhydan, 
until the infection is gone. Mesantoin should not be given simul- 
taneously with other substances injurious to the bone marrow. 
Earlier Thorotrast injection is a contraindication. Patients 
should not be exposed to postponable operations, and the agent 
should be given only to patients able to cooperate with the 
physician, 


PATHOLOGY 


Primary Carcinoma of Lung in the Male Veteran: Study Based 
on 3,946 Necropsies at Veterans Administration Center, Los 
Angeles. K. M. Earle. A. M. A. Arch. Path. 57:106-114 (Feb.) 
1954. 


In a series of 3,946 consecutive necropsies at the Veterans 
Administration Center, Los Angeles, from 1948 through 1952, 
there were 1,498 cases with one or more malignant neoplasms. 
Carcinomas of the skin (except malignant melanoma and car- 
cinoma of the lip) are not included in this figure. Earle admits 
that the proportion of malignant neoplasms may be slightly 
higher in this Veterans Administration Center than in some 
others, because many patients with carcinoma are referred to 
this center from other regional facilities. Primary carcinoma of 
the lung was found in 329 of these cases (21.9% of all malig- 
nant neoplasms and 8.33% of all autopsies). This was the com- 
monest type of malignant neoplasm. Epidermoid carcinoma was 
the most frequent type of pulmonary carcinoma; undifferenti- 
ated carcinoma was second; and adenocarcinoma was third in 
frequency. The right lung was the primary site oftener than 

‘the left. The upper lobes were oftener the primary site than 
the lower lobes. The high incidence of carcinoma of the lung 
maintained its high frequency, relative to the other types in 
each of the five years studied. The average age for patients 
with carcinoma of the lung was 57.63 years. The youngest 
patient was 25, and the oldest was 83 years of age. The average 
age for all patients with malignant tumors was 57.83 years in 
this series. 


A Study of Cervices Removed at Total Hysterectomy for Benign 
Disease. R. H. Wesley. Am. J. Obst. & Gynec. 67:293-296 (Feb.) 
1954. 


Routine cervical sections taken from 800 consecutive total 
abdominal hysterectomies performed on patients between the 
ages of 24 and 77 for benign pelvic disease were studied. In 
291 (36.4%) of the 800 patients, the findings in the cervices 
were histologically normal; in 509 patients (63.6%), the cervices 
showed some definite lesion; and in 152 (19%), the cervices 
showed more than one lesion. Chronic cervicitis was the com- 
monest pathological condition, occurring in 273 patients 
(34.1%); Nabothian follicles were present in 227 (28.4%); 
squamous metaplasia or benign epidermization occurred in 78 
(9.7%); benign cervical erosion was found in 31 (3.9%); and 
benign polyps occurred in 24 (3%), basal cell hypertrophy in 
21 (2.6%), glandular hyperplasia in 18 (2.2%), acute cervicitis 
in 12 (2%), atrophy in 6 (0.7%), and intraepithelial carcinoma 
in 3 (0.4%). Since a diseased cervical stump can produce serious 
pelvic symptoms and since a large number of cervices are dis- 
eased at the time of hysterectomy, it would seem that total 
hysterectomy, in addition to preventing cervical carcinoma, pre- 
vents many unpleasant symptoms. Subtotal hysterectomy, there- 
fore, should rarely be performed. 


J.A.M.A., May 15, 1954 


Relationship of Weight of Heart and Circumference of Coro- 
nary Arteries to Myocardial Infarction and Myocardial Failure, 
G. Milles and W. Dalessandro, Am. J, Path. 30:31-37 (Jan.- 
Feb.) 1954. 


One of the limiting factors of cardiac function is the blood 
supply to the myocardium, which in turn is limited by the 
capacity of the coronary arteries. Milles and Dalessandro postu- 
lated that the sum of the internal circumference of the main 
coronary arteries, as measured at necropsy, is indicative of the 
capacity of these vessels and that a relationship might become 
evident if this sum was correlated with the weight of the heart. 
These factors in turn were studied in relation to the occurrence 
of myocardial infarction and cardiac failure. The functional 
capacity of the heart was roughly evaluated from the ratio of 
the heart weight to the sum of the circumferences of the coro- 
nary arteries. Data were compiled from 130 consecutive nec- 
ropsies and from 29 additional necropsies selected on the basis 
of myocardial hypertrophy, with or without myocardial infarc- 
tion or cardiac failure. The right and left coronary arteries 
were opened lengthwise and their circumferences were meas- 
ured in millimeters near the origins. The hearts, freed of blood 
and of parietal pericardium and with but a few centimeters of 
the great vessels attached, were weighed. For purposes of graphic 
presentation, an index was obtained by dividing the weight of 
the heart by the sum of the circumferences of the right and 
left coronary arteries. Thus, the larger the sum of the circum- 
ferences of the coronary arteries in proportion to the heart 
weight, the smaller the index. It was found that the older the 
age group, the smaller the index tended to be; also women 
tended to have smaller indexes than men. Of the group with- 
out myocardial impairment, 78.6% had an index of 25 or less, 
21.4% were in the 25 to 40 index range, and none had an index 
above 40. Of the group with cardiac failure, 34.3% had an 
index of 25 or less, 46.8% were in the 25 to 40 index range, 
and 18.7% were in the 40 to 55 range, with none above 55, 
Of those with acute coronary insufficiency, 42.8% had indexes 
of 25 or less, 39.3% fell within the 25 to 40 index group, and 
17.8% were in the 40 to 60 index group. The authors conclude 
that the index obtained at necropsy by dividing the weight of 
the heart by the sum of the circumferences of the right and 
left coronary arteries provides a rough estimate of the functional 
capacity of the myocardium. 


First Results of Liver Needle Biopsy in Patients with Common- 
est Infectious Diseases. G. C. Angela, F. Di Nola, F. Toscano 
and M. Rapellini. Minerva med. 44:1833-1851 (Dec. 12) 1953. 
(In Italian.) 


Histological studies of needle biopsy specimens of the liver 
of 23 patients with the commonest infectious diseases revealed 
a direct or indirect hepatic involvement in all instances, even 
when there were no clinical or functional signs that the organ 
was involved. This can be explained by the fact that infectious 
diseases stimulate greatly the reticulohistiocyte system and that 
the toxins circulating in the blood of these patients cause altera- 
tions of the liver parenchyma. The authors’ studies revealed 
characteristic histological patterns for diphtheria and tetanus, 
poliomyelitis, smallpox and measles, and staphylococcic men- 
ingitis and bronchopneumonia due to whooping cough. Their 
commonest finding was edema of the lymph spaces, passive 
hyperemia, and circulatory stasis. This picture is probably linked 
to the state of hypotension and peripheral collapse that is pres- 
ent in many infectious diseases. Because their findings did indi- 
cate involvement of the liver mesenchyma and parenchyma, the 
authors instituted adequate liver therapy; although they could 
not test with a second biopsy the therapeutic effects, the favor- 
able course of the infectious disease and the improved general 
condition of the patients seemed to indicate that with it the 
lesions to the liver can be prevented or at least checked. They 
conclude that every infectious disease causes some impairment 
of the liver and that adequate liver therapy is valuable. They 
also advance the hypothesis that probably the first cause of liver 
diseases occurring during adolescence may be found in some 
lesions produced to the liver during the course of exanthematous 
diseases of infancy, especially during scarlet fever. In most in- 
stances, they say, there is a complete anatomic recovery after 
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the infectious disease subsides, but in some instances the hepatic 
lesions persist and perhaps change originating a chronic, though 
mild, liver disease. But further experience is needed to test this 
hypothesis. Liver biopsy during infectious diseases is also use- 
ful to determine the eventual bad effects of an excess use of 
antibiotics. 


RADIOLOGY 


Surgical and Radiological Results in Treatment of Esophageal 
Carcinoma. F. Buschke. Am. J. Roentgenol. 71:9-24 (Jan.) 1954. 


According to Buschke, both surgical and radiological methods 
of treatment for esophageal carcinoma are still in flux. A review 
of the literature reveals a lack of appreciation in either field 
for the accomplishments and limitations of the other method. 
In many radiological publications, particularly in Europe, sur- 
gical results still are discussed as unpredictable curiosities that 
do not deserve serious consideration. Conversely, in the Ameri- 
can surgical literature there is either a complete disregard of 
the possibilities of radiation therapy or a derogatory attitude. 
In an effort to reach some tentative indications with regard to 
the preferable procedure in individual cases, Buschke attempts 
an evaluation of what so far has been accomplished by surgery 
and by radiation therapy. He found that, in spite of improve- 
ment of surgical and radiological technical facilities during the 
last decade, the five year cure rate of patients with esophageal 
carcinoma is not more than 2 or 3%. The cure rate from surgi- 
cal treatment and irradiation is in the same range. A slight 
improvement of surgical and radiological results (due to reduced 
primary surgical mortality, improvement of technical facilities, 
increased technical skill and experience) is possible. Marked im- 
provement in the over-all result is unlikely. The limitations of 
curability for the majority of cases are inherent in the biologi- 
cal character of the disease with its late recognition and its 
tendency to spread into the regional paraesophageal and medi- 
astinal lymph nodes. More careful selection of patients for 
resection has appreciably increased the relative cure rate: 12% 
of all patients admitted for exploration and 28% of all patients 
in whom resection could be done. Palliative results as meas- 
ured by symptom-free survival (with restoration of esophageal 
function) after one, two, and three years are the same after 
surgical resection with anastomosis or adequate roentgen 
therapy. The conclusion appears justified that patients in whom 
the likelihood of surgical resection with permanent control is 
nil or unreasonably small may still receive equal palliation by 
adequate radiation therapy. Indications for better selection of 
patients for either surgery or radiation therapy are discussed. 
The main factors that determine such selection are the type 
of lesion, its location in the particular segment of the esophagus, 
and the patient’s age. 


Rotating Irradiation in Treatment of Esophageal Carcinoma: 
Experiences in Ziirich. K. Scharer. Oncologia 7:16-26 (No. 1) 
1954. (In German.) 


At the radiotherapeutic clinic of the University of Ziirich, 
the rotating method was used for esophageal carcinomas unless 
the tumor was in an unfavorable eccentric position, either at 
the jugular level or near the cardia. In these cases, the custo- 
mary method of applying the radiation to several fields was 
employed. The rotating method of irradiation was employed 
in 155 patients. The patient is fixed to a chair, which is rotated 
by a motor. The rotating chair is adjusted in such a way that 
during an entire revolution the tumor is located in the axis 
of irradiation, that is, in the center of the field of irradiation. 
The size of the field was adjusted to the extension of the tumor. 
Filtration was done with a Thoraeus filter, the tension was 180 
kv., and the distance was 50 cm. It is estimated that at a depth 
of 10 cm. the effective irradiation will be about 50%. As a rule 
one rotation was completed per session, but in some special 
cases only half of a rotation was completed. Every day one or 
two sessions were given with individual doses of from 200 to 
400 r. The daily dose fluctuated between 300 and 800 r. The 
patients whose cases are reviewed here were subjected to rotat- 
ing irradiation therapy during the years from 1943 to 1949. 
The best results were obtained with a total dose of between 
20,000 and 30,000 r. The roentgen irradiation was followed 





MEDICAL LITERATURE ABSTRACTS 321 


by irradiation with a radium tube. Five year cures were ob- 
tained in 2% of the patients and three year cures in 4%. Great 
improvement was obtained in 17% of the patients. Local cure 
was obtained in 4.5% of the patients, but these died from 
metastases. Fifty-seven per cent of the patients were not in- 
fluenced or experienced exacerbation during treatment. The re- 
sults of rotating irradiation were only slightly better than those 
obtained with the irradiation applied to several fields. 


Treatment of Carcinoma of Tongue. A. Rahausen and C. 
Sayago. Am. J. Roentgenol. 71:243-250 (Feb.) 1954. 


These authors review studies on 113 patients with carcinoma 
of the tongue treated at the Radium Institute of Santiago, Chile, 
between May, 1930, and December, 1944. The fact that during 
this period 10,000 cases of cancer were observed at the insti- 
tute indicates that lingual cancer accounts for about 1% of 
all cancers. The 113 cases included 15 women. Fifty-one, or 
nearly half, of the patients were between 50 and 59 years of 
age. Fifteen of the 113 patients received no treatment because 
the cancer was too far advanced. In 37 of the 98 who were 
treated, no follow-up studies were made. Of the 61 patients 
who could be traced, 5 are alive and without evidence of cancer 
at the end of five years. Leukoplakia and traumatic irritation 
by a sharp tooth appear to be the most important predisposing 
factors to the development of lingual cancer. Lesions of the 
anterior two-thirds of the tongue were treated with interstitial 
radium needles and those of the posterior third with external 
roentgen irradiation. Lymph node metastases from cancer of 
the anterior two-thirds of the tongue were treated by radical 
neck dissection. Lymph node metastases were present in 75.2% 
of all cases. Prophylactic neck dissection is advised. 


Treatment of Polycythemia Vera with Radiophosphorus: 
Haemological Studies and Preliminary Clinical Assessment. 
J. D. Abbatt, H. Chaplin, J. M. M. Darte and W. R. Pitney. 
Quart. J. Med. 23:91-104 (Jan.) 1954. 


According to Abbatt and associates the treatment of poly- 
cythemia vera with radioactive phosphorus is now established 
as the most effective method that has been employed up to the 
present. It is not curative, but rather a form of maintenance 
therapy that, by inducing remissions, eliminates the causes of 
polycythemic death and is thus able to extend the patient’s ex- 
pectation of life to one approaching normal for his age. This 
paper presents observations on 27 patients with polycvthemia 
vera who were treated at a London hospital with radioactive 
phosphorus (P*2). Before 1950, the method of treatment at 
Hammersmith Hospital generally involved a small preliminary 
venesection followed by a course of two injections (of 2 to 4 
mc. each) of P°?, with a 10 day interval between injections. 
In 1950 the method was changed, and, since all the original 
patients have had relapses and have been treated again on one 
or more occasions since 1950, they are now included in the 
interim results of response to the standard technique in which 
the patient was given a single intravenous injection of 5 to 8 
mc. of P*? as an inorganic phosphate without preliminary vene- 
section. The patient was discharged from hospital on the third 
or fourth day after injection, when the urinary excretion of 
P%2 had reached a safe level (100 uc or less in 24 hours). 
Twenty-two of the 27 patients obtained a full remission lasting 
six months or longer, 18 of them after a single injection of P*°. 
The remaining five patients experienced partial remissions. 


Volvulus of Splenic Flexure of Colon. R. E. Buenger. Am. J. 
Roentgenol. 71:81-83 (Jan.) 1954. 


Buenger states that the two cases of volvulus of the splenic 
flexure of the colon seen by him are the first on record. The 
two patients had a clinical course similar to volvulus elsewhere 
in the colon. The chronic, intermittent complaints of moderate 
severity in these cases suggest that a partial volvulus of the 
splenic flexure could be the obscure cause of chronic bloating, 
constipation, and gurgling so frequently encountered in patients 
with no demonstrable abnormality. Such a condition could be 
reduced easily by a barium enema and thus go unrecognized. 
The roentgenographic findings in these patients were identical 
to those of volvulus of the sigmoid colon. 








The Chest: A Handbook of Roentgen Diagnosis. By Leo G. Bigler, 
M.D., Professor and Chief, Department of Radiology, University of 
Minnesota, Minneapolis. Second edition. Cloth. $8. Pp. 380, with illus- 
trations. Year Book Publishers, Inc., 200 E. Illinois St., Chicago 11, 1954, 


The author is an able worker in all fields of diagnostic radiol- 
ogy, particularly its application to diseases of the chest. This 
fact, plus his skill as a teacher and his clarity as a writer, made 
the first edition of this book one of the best in this series of 
handbooks of roentgen diagnosis. The new edition is ‘slightly 
larger than the first and includes a brief but well-written and 
well-illustrated section on arteriovenous fistula and hemangioma 
of the lung. Most of the conditions under discussion are illus- 
trated; the publisher is to be complimented for printing the pho- 
tographs on high-quality enameled paper with unusually sharp 
halftones. The result would have been even better, however, if 
there had been fewer illustrations to a page so that each might 
be as large as possible. The book’s principal fault is the skimpi- 
ness of the index—particularly as the preface states that the 
volume does not pretend to treat the subject completely. As a 
matter of fact, the field has been covered with surprisingly few 
omissions, but much of the material will be hidden from the 
casual reader because of the inadequacy of the index. A reader 
wishing to learn about radiation fibrosis, for example, will find 
no “radiation” and no “fibrosis” in the index and may be dis- 
couraged from looking further, although this subject has been 
dealt with capably in text and illustration and is listed separately 
in the table of contents. In the index it appears as “Lungs, 
Fibrosis, Post-radiation.” It is to be hoped that in a second 
printing the publisher will further improve this excellent book 
by expanding the index. 


Autopsy Diagnosis of Congenitally Malformed Hearts. By Maurice Lev, 
M.D., Pathologist and Chief of Research Laboratories, Mount Sinai Hos- 
pital of Miami, Miami Beach, Florida. Cloth. $7.50. Pp. 194, with 115 
illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 49 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., W., Toronto, 2B, 1953. 


This concise manual will greatly aid any pathologist making 
postmortem examinations, Dr. Lev is well known for his writ- 
ings on congenital heart disease and for his translation of Spit- 
zer’s classic work on the subject. The book makes no pretense 
of being an exhaustive manual on congenital heart disease. The 
illustrations consist largely of photographs, although there are 
diagrams indicating blood flow in most of the major anomalies 
and a few drawings showing stages in the development of the 
heart. The illustrations are extremely varied in quality; some 
are excellent, but many suffer from poor lighting and lack of 
proper dissection for photography. As the author assumes that 
the reader is familiar with the normal heart, a description and 
indication of the significance of its various structures would be 
helpful for the novice; however, this is not a serious lack, and 
the book makes a real contribution to the pathological litera- 
ture. An extensive bibliography is included. 


Planning Guide for Radiologic Installations. By Committee on Planning 
of Radiologic Installations of Commission on Public Relations of Ameri- 
can College of Radiology. Wendell G. Scott, M.D., Chairman. Cloth. $8. 
Pp. 336, with illustrations. Year Book Publishers, Inc., 200 E. Illinois St., 
Chicago 11, 1953. 


This book fulfills a real need in the United States. Before its 
appearance, one interested in planning a department of radi- 
ology in a hospital or office had to depend on casual information 
from experienced friends and expert information from architects 
and others. Nowhere was there available a general consideration 
of the requirements of an x-ray department. Consequently, 
many such departments have been outmoded almost before 
they had been in operation a year. It is hoped that this book 
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will be consulted by everyone planning an x-ray department 
and that it will be reedited from time to time to keep abreast 
of the major changes that are taking place in the field of radi- 
ology, involving new equipment and new types of practice. 
This book considers the important items involved in planning 
modern x-ray departments for offices, hospitals of various sizes, 
and other installations. The volume is a “must” for every radi- 
ologist, resident in radiology, and hospital administrator. X-ray 
companies and firms supplying accessory equipment will also 
find this book useful. Architects will find in it authoritative 
information as to the requirements of a department of radiology. 


Ciba Foundation Colloquia on Endocrinology. Volume VI: Hormonal 
Factors in Carbohydrate Metabolism. Editor for Ciba Foundation: G. F. 
W. Wolstenholme, O.B.E., M.A., M.B. Assisted by Jessie S. Freeman. 
Cloth. $6.75. Pp. 350, with 94 illustrations. Little, Brown & Company, 34 
Beacon St., Boston 6, 1953. 


This book is a series of lectures and discussions by leaders 
in the field under the chairmanship of Prof. Charles H. Best. 
Part 1 discusses the basic enzyme systems concerned in carbo- 
hydrate metabolism and includes articles by D. F. Dickens, 
C. de Duve, and C. F. Cori. Part 2 deals with the hormonal 
control of the interconversion of carbohydrate, protein, and fat 
and includes papers by F. D. W. Lukens, A. E. Wilhelmi, S. J. 
Folley, J. Campbell, and E. Reid. Part 3 deals with the influence 
of the adrenal cortex; part 4 with the hormonal control of 
glycogen storage; part 5 with the influence of insulin; and 
part 6 with the influence of sex hormones and pregnancy on 
carbohydrate metabolism. The latest advances, including much 
unpublished material, are included. The book has been well 
printed and, despite the diversity of subject matter, has been 
edited to give a readable and sequentially arranged text. Al- 
though too specialized to appeal to the general practitioner, the 
book will be a source of stimulation to those interested in the 
basic control of carbohydrate metabolism. 





Klinik und Therapie des chronischen Gelenkrh tismus. Von Pro- 
fessor Dr. Karl Fellinger, Vorstand der II. medizinischen Universititsklinik 
in Wien, und Dozent Dr. Josef Schmid, Assistent der II. medizinischen 
Universitatsklinik in Wien. Cloth. $10.80. Pp. 614, with 222 illustrations. 
Wilhelm Maudrich, Alserstr. 19, Vienna VIII/65, 1954. 


This book is a review of the world literature on arthritis and 
rheumatism, with scattered personal observations. It covers the 
historical and social aspects of arthritis and the normal and 
pathological anatomy of the joints and synovial membranes. 
The adaptation syndrome as related to arthritis is reviewed. The 
clinical and laboratory aspects of rheumatoid arthritis and the 
treatment are included, and the value of cortisone and other 
drugs is reviewed in detail. The bibliography is extensive. There 
are many graphs reproduced from the literature, but there could 
have been more and better photographs. This book might have 
been more effective if greater critical evaluation of the material 
had been exercised by the authors, especially when dealing with 
the treatment of rheumatoid arthritis. On the whole, it does not 
measure up to the Rheumatism Review by the American 
Rheumatism Association. 


A Handbook on Diseases of Children Including Dietetics and the 
Common Fevers. By Bruce Williamson, M.D., F.R.C.P., Physician, Chil- 
dren’s Department, Royal Northern Hospital, London. Seventh edition. 
Cloth. $5. Pp. 467, with 104 illustrations. Williams & Wilkins Company, 
Mount Royal and Guilford Aves., Baltimore 2; E. & S. Livingstone, Ltd., 
16 and 17 Teviot Place, Edinburgh 1, 1953. 


This handbook begins with statistical reports on births and 
deaths in England and Wales and then gives a cursory descrip- 
tion of diseases of children. It contains 30 chapters but by no 
means covers the entire field of pediatrics. The book might 
prove useful to nurses, although there are textbooks written for 
nurses that are much more comprehensive than this one. It is 
a convenient pocket-sized volume. 
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QUERIES AND MINOR NOTES 


REACTIVATION OF OLD DUODENAL ULCER 


To THE Epitor:—A 60-year-old woman, eight years post 
menopausal, has skeletal metastases one year after a radical 
mastectomy for scirrhous carcinoma of a breast. There is 
a history of duodenal ulcer about 30 years previously. 
Eight weeks after treatment with testosterone propionate, 
weakness, melena and anemia suddenly developed. Up to 
this time bone pains had improved. Chest roentgenograms 
had never revealed abnormalities, and the hemoglobin level 
had been 12 gm. per 100 cc. A large duodenal ulcer was 
found on roentgenograms. Blood studies showed a hypo- 
chromic normocytic anemia. The platelet count was normal. 
Roentgenograms of bones showed increasing density of de- 
structive areas. The bleeding stopped, and the anemia im- 
proved with feedings and transfusions. Can testosterone, 
like corticotropin or cortisone, reactivate a latent ulcer? The 
patient shows masculinizing effects of the testosterone. 


M.D., New York. 


ANSWER.—The question presented here is most interesting. 
There is ample evidence that corticotropin and the adrenal 
steroids can activate peptic ulcer, -presumably by initiating a 
great increase in the volume, free acid, and pepsin output of 
the gastric glands. In addition, phenylbutazone can act sim- 
ilarly without acting through the adrenal mechanism. 


Can the sex hormones affect gastric secretion, too? The 
evidence is far from conclusive, although it has been specu- 
lated upon for many years. The proportion of ulcer disease 
in men and women begins at a ratio of 1 to 1 in childhood, 
rises rapidly to 2.8 to 1 between the ages of 15 and 19, and 
is more than 4 to 1 between 20°and 30. This male predomi- 
nance is maintained until approximately the age of 60, when 
the trend toward equality between the sexes returns. This is, 
of course, no proof that these hormones either predispose to 
peptic ulcer or protect against it. 


Although still controversial, trials with estrogen therapy, 
both in Europe and in this country, seem to show very little 
lasting effect when used in male patients or in postmenopausal 
women with ulcer disease. Most studies indicate that estrogens 
do not decrease gastric secretion significantly in patients with 
peptic ulcer. There are no published data on the specific effect 
of androgens. However, in a small series of unpublished ob- 
servations, small to moderate intramuscular doses of testos- 
terone propionate had no effect on gastric secretion when 
given to patients with duodenal ulcer for a five day period. 
Further study of this problem seems indicated. 


CHRONIC MYELOGENOUS LEUKEMIA 


To THE Epitor:—A 37-year-old white woman has chronic 
myelogenous leukemia, which was diagnosed four years ago. 
What hematinic preparation would be advisable that would 
induce erythrocyte formation but would not stimulate the 


myeloid series? J, H, Williams, M.D., Shipshewana, Ind. 


ANSWER.—lIn answer to the question concerning hematinics 
that would induce erythrocyte formation without stimulating the 
myeloid series, it should be pointed out that anemia in chronic 
myelocytic leukemia is not due to a failure in quantity of erythro- 
cytes produced. Indeed, almost invariably the quantity of 
erythrocytes produced is greater than normal, but with the de- 
creased longevity of some or all such cells the destruction rate 
also exceeds normal (Berlin, N. I.; Lawrence, J. H., and Lee, 
H. C.: Science 114:385, 1951; Huff, R. L., and others: J. Clin. 
Invest. 29:1041, 1950). Furthermore, even when the rapid pro- 





The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 


duction maintains an erythrocyte volume above normal, the pres- 
ence of an excessive plasma volume results in dilution anemia 
(Berlin, N. I.; Lawrence, J. H., and Gartland, J.: J. Lab. & 
Clin. Med. 36:435, 1950). In persons with a very high total 
circulating white blood cell volume, the hemoglobin concen- 
tration is further decreased. 


Thus, according to the present knowledge, therapy is aimed 
at prolonging the red blood cell longevity and decreasing 
the plasma volume and white blood cell volume. When each 
remission occurs with moderate x-irradiation or small repeated 
doses of P32, there is a shrinkage of plasma volume and 
usually of the white blood cell volume. The same total cir- 
culating hemoglobin in the smaller blood volume results in a 
higher concentration of hemoglobin, at least for a time. 


DRY AND BRITTLE FINGERNAILS 


To THE Epitor:—Please send information on the cause and 
treatment of dryness and brittleness of fingernails that con- 
tinually break. The patient, aged 20 and unmarried, has ir- 
regular menstrual periods. The interval is from 33 to 51 days, 
with pain and clots on the first day. The flow continues for 
two or three days, then stops for one day, then continues 
for one more day. Is there any connection between the two 


conditions? Humphrey L. McCarthy, M.D., Boston. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Eb. 


ANSWER.—In many instances the cause of dryness, brittle- 
ness, and breaking of the fingernails cannot be ascertained. 
However, the condition is seen more frequently in the older 
age group and is commoner in women than in men. The fol- 
lowing factors have been incriminated in some cases: (1) local 
disturbances in nutrition, sometimes secondary to circulatory 
or neurotrophic disturbances and sometimes connected with 
endocrine disbalance, and (2) diseases of the fingernails them- 
selves, associated either with other ectodermal anomalies on 
an hereditary and congenital basis, or with other dermatoses 
(e. g., psoriasis), or due to local infection (e. g., fungi), local 
trauma or allergic sensitivity. 

On a purely empiric basis the following forms of systemic 
administration are of value in occasional cases: (1) administra- 
tion of thyroid provided the basal metabolic rate and other 
studies of thyroid function indicate a low normal or low 
thyroid function and administration of vitamin A in large 
doses for several months, e. g., 50,000 units of a water- 
miscible form daily (precautions must be taken to avoid ex- 
cessive or overlong intake of vitamin A and the possible pro- 
duction of hypervitaminosis A); (2) administration of gelatin, 
e. g., in the form of the contents of one package of Knox 
gelatin mixed with water or fruit juice each day; and (3) as 
already stated, administration of thyroid medication if and 
as indicated. According to present teaching, it appears logical 
to give a combination of large doses of vitamin A and thyroid. 

The local factors that may produce or contribute to brittle- 
ness of the nails, of course, include the trauma and chemical 
assaults to which certain occupations, including that of the 
housewife, are often subjected. The use of certain cosmetics, 
especially those applied directly to the nails, can be incrimi- 
nated in some cases, although these are among the rarer causes 
of dryness and brittleness. Patch tests and other studies to 
eliminate the role of nail polishes, lacquers, “under-coats,” 
and “over-coats,” are indicated in special instances. 


In the case described, that of a young woman with menstrual 
disturbances, it is imperative for the physician to do every- 
thing possible to discover the reasons for the menstrual ir- 
regularity and to attempt to correct this if feasible. Since 
nutrition, circulation, and thyroid function may be intimately 
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connected with the functions of other endocrine glands, such 
as the anterior pituitary, adrenal cortex and ovary, it appears 
possible that in the case described, there may be some con- 
nection between the difficulties with the nails and the diffi- 
culties with menstruation. 


ANSWER.—The meager information given certainly does not 
warrant a diagnosis, because several factors may be involved, 
but this girl deserves a medical examination. The thyroid func- 
tion should be tested by determination of the basal metabolic 
rate and blood cholesterol or better by far by blood protein- 
bound iodine studies if this method is available. Treatment 
should follow any deficiency noted. 

Complete blood studies including blood cell counts, platelet 
counts, and blood smear should be done and possibly gastric 
analysis for free hydrochloric acid. Treatment should follow 
if abnormalities are noted. The general nutritional status of 
the patient should be investigated thoroughly. A well-balanced 
diet is most important in young women. Many eat low protein, 
low vitamin diets and as a result are in a constant state of 
partial starvation. To avoid this one need merely prescribe 
a high protein, high vitamin diet, one that furnishes almost 
all of the essential amino acids in a 24 hour period. In some 
emotional women, bowel dysfunction of the spastic variety 
seems to interfere with proper absorption and utilization of 
foods. 

It must not be forgotten that in some “goiter districts,” 
because of iodine deficiency, small amounts should be added 
daily. This can be done generally by using iodized salt. 

Both complaints in the case described could be simply due 
to a thyroid deficiency. Essential in the correction of the 
above complaints are (1) proper thyroid function, (2) main- 
tenance of a good blood cell count, and (3) addition of a good 
high protein diet that furnishes iron, calcium and vitamins. The 
important vitamins are A, D, and B complex. 


PHEOCHROMOCYTOMA 

To tHE Epiror:—A woman, aged 32, is married and has 
one child, aged 9. A week ago I saw her in a typical crisis 
due to pheochromocytoma. The pulse was 130 and the 
blood pressure 170/130 mm. Hg. She was too ill to give 
a complete history. Glyceryl trinitrate (nitroglycerin) had 
little effect on the blood pressure or symptoms. Finally I 
gave her meperidine (Demerol) hypodermically and told her 
to return when she was back to what she called normal. 
Yesterday she returned feeling fine. Her pulse was 80 and 
her blood pressure the same as before. Prior to three years 
ago she had minor attacks, almost always preceding the 
menstrual period. For the last few months she has had 
severer symptoms lasting 12 to 16 hours and not always 
at the menses. No diagnosis was made by a clinic where 
she was studied. Would a pyelogram reveal adrenal enlarge- 
ment? I would appreciate some discussion. 


George E. Johnson, M.D., Long Beach, Calif. 


ANSWER.—Pheochromocytoma can cause paroxysmal or sus- 
tained hypertension. The paroxysmal type can be induced by 
the intravenous injection of 0.025 to 0.05 mg. of histamine 
base. If, after a slight decrease in blood pressure, there is 
elevation of the blood pressure greater than that produced 
by the cold pressor test, the result of the test is considered 
positive. Pheochromocytoma causing sustained hypertension 
can be diagnosed by the rapid intravenous injection of 5 mg. 
of phentolamine (Regitine) or the slow intravenous injection 
of 10 to 20 mg. of piperoxan. If there is a significant de- 
crease in the blood pressure, the result of the test is consid- 
ered to be positive. Histamine is used for those patients whose 
resting blood pressure is less than 170 systolic and 110 dia- 
stolic, and phentolamine or piperoxan is employed if the rest- 
ing blood pressure is greater than these figures. If the results 
are doubtful or equivocal, the test should be repeated. Serious 
side reactions from the use of histamine or phentolamine are 
very rare if these agents are used appropriately. Actually, 
there should be no hesitation in the use of them if there is 
the slightest chance that a patient may have a pheochromo- 
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cytoma. If the diagnosis can be established, localization of 
the tumor is not necessary, because an experienced surgeon 
can remove the tumor by the transabdominal approach that 
allows exploration of both adrenal areas as well as the 
abdomen. 


RHEUMATOID ARTHRITIS 

To THE Epitor:—A 21-year-old woman in June, 1953, com- 
plained of pain in her knees and fingers and phenylbutazone 
(Butazolidin) in doses of 200 mg. three times daily was given 
for 10 days. The results were equivocal. On July 10 she 
complained that her neck was stiff and her hands and ankles 
were puffed and tender. Physical examination revealed a 
nervous pudgy girl, whose fingers on both hands were puffed 
and sensitive. The hemoglobin level was 84%, the hemogram 
was normal, the sedimentation rate (Westergren) was 41 mm. 
per hour, and the pulse was 108. The patient was given 25 
mg. of cortisone (Cortone) four times daily. On Aug. 1 her 
neck and left hand felt good but her right hand was still 
tender, The sedimentation rate was 20 mm. per hour. On 
Aug. 15 the patient complained of much pain and swelling 
in both hands and ankles and was hospitalized. There were 
no heart murmurs, and no abnormalities were revealed by 
the electrocardiogram, chest roentgenogram, urinalysis, and 
hemogram. A consultant agreed with a diagnosis of rheuma- 
toid arthritis, and corticotropin (ACTH) was suggested in 
place of cortisone. The patient received 40 units of cortico- 
tropin gel daily and 60 grains (4 gm.) of sodium salicylate 
daily. The response was poor, and it was decided to start gold 
therapy. The patient received 25 mg. of aurothioglucose 
(Solganal) twice weekly and then 50 mg. twice weekly until 
she had received 1.2 gm. The sedimentation rate varied from 
30 to 60 mm. per hour. There has been no sustained im- 
provement. For the past week she has received 40 units of 
corticotropin twice daily and 500 mg. of ascorbic acid (vita- 
min C) daily. There appear to be no foci of infection. For 
a week she received 600,000 units of penicillin daily. This 
therapy seemed promising at first but was discontinued be- 
cause it seemed not to help. 1. How much more gold is it 
feasible to give? 2. Should the dosage of corticotropin be 
increased? 3. Is a climatic change advisable? 

Milton Vainder, M.D., Chicago. 


This inquiry was referred to two consultanis, whose respec- 
tive replies follow.—Eb. 


ANSWER.—1. Injections of 50 mg. of the gold salt may be 
continued once weekly until a total of about 1,500 mg. has 
been administered. Thereafter, if the response warrants con- 
tinuation of treatment, doses of 25 to 50 mg. of the gold 
salt may be given every two to four weeks, depending on 
the patient’s response. Prior to each injection, evidence of 
toxic effects from gold should be sought clinically and by 
tests of the blood and urine so that the dose may be reduced 
or discontinued at the first sign of toxicity. 2. Doses of cor- 
ticotropin or cortisone used for prolonged maintenance of 
rheumatoid patients should be adjusted to the requirement 
and tolerance of the individual patient and should be kept 
low enough to avoid hypercortisonism. Women of the age of 
this patient usually do not tolerate more than 35 to 45 mg. 
of cortisone daily for prolonged periods without the develop- 
ment of hypercortisonism. Because of individual differences 
in adrenocortical response to administration of corticotropin 
and other factors, appropriate doses of corticotropin vary 
considerably from patient to patient and even in the same 
patient from time to time. Therefore, limitations of the dosage 
of corticotropin are difficult to state. However, it is most un- 
likely that this patient will tolerate for long the stated doses 
of corticotropin (40 mg. twice daily) without development of 
side-effects. 3. Some rheumatoid arthritis patients experience 
partial symptomatic relief, at least temporarily, with residence 
in a warm, dry climate; however, change of residence does 
not seem to alter significantly the course of the disease in the 
majority of cases. 
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ANSWER.—Since this patient has already received 1.2 gm. 
of a gold salt without noteworthy benefit, it is unlikely that 
further administration of this agent will be helpful. Although 
thus far no untoward reaction to the gold salt has appeared, 
such an occurrence is still possible. For this reason in addi- 
tion to the lack of therapeutic response, it would seem better 
to discontinue this form of treatment. 

In regard to the corticotropin, since the present dosage is 
one likely to lead to unpleasant or even serious side-effects, 
any increase in dosage would seem unwise. From the facts 
presented, this patient is one whose response is unsatisfac- 
tory to either cortisone or corticotropin. General treatment 
would seem preferable in the form of extra rest, heat, and a 
high protein, high vitamin diet for weight reduction. She 
should receive aspirin in an initial dosage of 4 gm. daily, with 
a gradual increase to tolerance. Psychogenic factors should 
also be inquired into and, if found, treatment should be in- 
stituted by simple psychotherapeutic methods. 

While her symptoms may be less marked in a warm, dry 
climate, there is no assurance that the course of the disease 
will be favorably altered by a change in environment. Such 
a move should not be advised if it involves great financial 
sacrifice or anxiety caused by separation from her family and 
friends. If a move is planned, arrangements should be made 
in advance for competent medical supervision. 


DISEASE OF THE PROSTATE 

To THE Epiror:—A patient under my care, 71 years old, 
suffers from loss of sexual power and mild diabetes; other- 
wise he is strong, healthy, and very active. Examination 
proved that he has a small prostate that is nodular, very 
hard, and fixed. Those signs suggest cancer. We are in a 
country where investigation is impossible. Can you suggest 
anything to help? He is a Lebanese of Sudanese nationality. 


N. K. Malouf, M.D., Khartoum, Sudan. 


ANSWER.—In the differential diagnosis one must consider 
prostatic fibrosis, chronic nonspecific prostatitis, prostatic cal- 
culi, tuberculosis, and cancer. Although study of prostatic 
secretion for the presence of leukocytes, study of the urinary 
tract for tuberculosis, and roentgenograms of the pelvis to 
reveal prostatic calculi will help to clarify the diagnosis, the 
fact that one or more of the aforementioned conditions may 
coexist with cancer makes histological examination of prostatic 
tissue necessary for a definite diagnosis. This tissue may be 
obtained by aspiration biopsy, by transurethral resection, or 
by open perineal biopsy. Approximately 75% of patients with 
clinically evident prostatic cancer will also show conclusive 
evidence of cancer in smears of prostatic fluid prepared and 
examined by the Papanicolaou technique. Determinations of 
acid and alkaline phosphatase levels, skeletal survey films, 
chest plate, and cystoendoscopy should be carried out. If 
these examinations disclose no evidence of inoperable local 
extension or of distant metastases and if the life expectancy 
of the patient is at least five years, the choice of radical 
perineal prostatectomy and/or endocrine therapy (castration 
and/or estrogen therapy) should be presented to the patient. 

Accepting a presumptive diagnosis of cancer, biopsy can be 
conveniently postponed until the decision is made regarding 
therapy. In the event of election of radical perineal prosta- 
tectomy, perineal biopsy with frozen section examination of 
the tissue can be carried out at the time of operation. In the 
event of election of endocrine therapy or if the extent of the 
disease is such as to require endocrine therapy, aspiration 
biopsy offers a simple and effective means of obtaining the 
tissue diagnosis. If travel to any center equipped to investi- 
gate and treat prostatic cancer is impossible, a therapeutic 
trial of estrogen therapy, (e. g., administration of diethylstil- 
bestrol, 5 mg. daily, for about six weeks) may help to clarify 
the diagnosis by producing a reduction in the size and/or 
induration of the prostate. Such a response is presumptive 
evidence of prostatic cancer and would justify castration. Cas- 
tration is preferable to estrogen therapy in the very aged, since 
it does not cause salt retention. 
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PULMONARY EMPHYSEMA 

To THE Epitor:—A young traveling salesman has pulmonary 
emphysema. A chest specialist suggests the possibility of 
benefit from change of climate. The question now is what 
climate would be best for him. M.D., Minnesota. 


ANSWER.—A mild, dry climate can be helpful in the man- 
agement of pulmonary emphysema, but it is only a supple- 
mentary method of therapy. Climatic treatment alone will not 
give nearly as much relief as other therapeutic measures di- 
rected toward correcting the pathological physiology involved 
in the development of emphysema and its complications. In 
general, a cold climate should be avoided, inasmuch as chill- 
ing causes bronchospasm and further trapping of air in the 
alveoli. However, there are many other causes of broncho- 
spasm such as the inhalation of dust particles below 5 » in 
diameter; pollens, especially if the patient is allergic; noxious 
fumes such as smog and smaze; and chronic bronchial in- 
fection. High humidity should be avoided, since water vapor 
increases the density of the inspired air and thereby increases 
resistance to ventilation. If the emphysema is severe, altitude 
should be avoided, particularly elevations above 2,000 ft. 
Patients with advanced emphysema often have decreased 
arterial oxygen saturation at rest, which may fall still further 
with mild exercise; if they are compelled to live at high alti- 
tudes (5,000 ft. or more), the decreased oxygen tension in 
the air will be reflected by still lower oxygen levels in the 
arterial blood and eventually compensatory polycythemia, pul- 
monary hypertension, and hypertrophy of the right side of 
the heart may develop. Subjectively they may feel that “it 
is easier to breathe” the rarefied atmosphere, but arterial 
blood analyses often show a further decrease in oxygen satu- 
ration. Extremely hot weather should also be avoided. Hot 
weather increases metabolism and thereby the oxygen require- 
ment of the body. As in other chronic pulmonary diseases 
such as tuberculosis, bronchiectasis and silicosis, it should be 
borne in mind that climate is of secondary importance in 
relation to other more direct and effective measures for the 
treatment of these diseases. Patients should not be encouraged 
to change climate if by so doing they will sacrifice economic 
security and become uprooted from family, friends and other 
social ties, which may be more important in the management 
of a chronic disease than any possible benefit of climatic 
change. 


ENDAMEBA IN THE MOUTH 


To THE Epitor:—Can amebic dysentery cause swelling, sore- 
ness, or infection to the salivary glands or any of the ducts 
(Wharton’s and Stensen’s)? 


D. H. Anthony, M.D., Memphis, Tenn. 


ANSWER.—No records are available to indicate that Enda- 
meba histolytica may cause swelling, soreness, or infection to 
the salivary glands or any of the ducts (Wharton’s and Sten- 
sen’s). However, E. gingivalis may be found in material ob- 
tained from these sources. E. gingivalis, a parasite of the 
mouth of man, is often found in gingival tissue around the 
teeth in small numbers even in healthy mouths. It is found 
in large numbers in pyorrhea alveolaris, gingivitis, and caries 
and in the tartar of teeth. The living trophozoites of E. gingi- 
valis closely resemble E. histolytica morphologically and in 
the character of their movements, but are not known to 
encyst. The ingested masses in the living trophozoites re- 
semble red corpuscles, but they are believed to be residual 
nuclear material from digested leukocytes. It has not been 
possible to establish the etiological relationship of this para- 
site to pyorrhea and dental caries. Recently Sutcliff and asso- 
ciates reported two cases of pulmonary suppuration in which 
E. gingivalis was found in purulent material from the bronchi. 
In one of the two cases material was obtained from the 
bronchi through a bronchoscope (Am. J. Trop. Med. 31:718- 
723, 1951). 
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ANTAGONISTIC MICRO-ORGANISMS 
To THE Epitor:—A strain of Aspergillus fumigatus was dis- 
covered recently to be a specific amebicide. Might it not 
be possible to find other specific molds by examining the 
soil in areas where a specific organism causes endemic 
disease and where the soil has been contaminated by such 
an organism over a long time? Could it be that molds can 
adapt themselves to selectively destroy specific organisms? 


Fritz F. Blumenthal, M.D., Middletown, N. Y. 


ANSWER.—This inquiry concerns the question of enrichment 
of soil by specific organisms or substances that would give 
rise to antagonists capable of producing chemical compounds 
that would be active in destroying those organisms or sub- 
stances that were used for soil enrichment purposes. That 
question has been discussed at length in the following papers: 

Waksman, S. A., and Woodruff, H. B.: Survival of Bacteria Added to 
Soil and the Resultant Modification of Soil Population, Soil Sc. 50:421- 
427, 1940. 

Waksman, S. A., and Schatz, A.: Soil Enrichment and Development 
of Antagonistic Microorganisms, J. Bact. 51: 305-316, 1946. 

Waksman, S. A.; Horning, E. S., and Spencer, E. L.: Two Antago- 
nistic Fungi, Aspergillus Fumigatus and Aspergillus Clavatus and Their 
Antibiotic Substances, J. Bact. 45:233-248, 1943. 

Waksman, S. A., and Geiger, W. B.: Nature of Antibiotic Substances 
Produced by Aspergillus Fumigatus, J. Bact. 47:391-397, 1944. 

Waksman, S. A.: Microbial Antagonisms and Antibiotic Substances, 
ed. 2, Cambridge, Mass., Commonwealth Fund, 1947. 


CHEST INJURY AND CORONARY OCCLUSION 

To THE Epitor:—Could a nonpenetrating blow to the pre- 
cordial area fracturing several left ribs be a causative factor 
in the production of coronary occlusion three to five weeks 
after the trauma? Particularly if, on necropsy, the patient, 
an obese man, aged 47, is suffering from severe general 
arteriosclerosis? The assumption is that minute capillary 
hemorrhages in the intima of the coronary arteries for 
several weeks prior to the acute attack caused the attack 
and pain. M.D., New York. 


ANSWER.—It is difficult to conceive of any plausible explana- 
tion of how a blunt injury of the chest could be causally re- 
lated to the occurrence of coronary occlusion three to five 
weeks after the injury was sustained. If the injury was suffi- 
ciently severe to have been followed by secondary shock, the 
accompanying circulatory stasis might predispose to thrombus 
formation in a diseased segment of a coronary artery. If such 
were the case, it should be established (a) that secondary 
shock did occur and (b) that coronary thrombosis did take 
place while the victim was suffering from shock. Independently 
of the occurrence of shock, it is conceivable in certain cir- 
cumstances that a coronary artery on the surface of the heart 
might be wounded by the depressed broken end of a rib or 
might be bruised by the inwardly driven surface of a rib. 
If a diseased coronary artery were injured in this manner, it 
is conceivable that a thrombus might be caused to form in 
the injured segment of the artery. If the thrombus was caused 
in this manner, its presence should have been apparent within 
a few days at the most after the injury was sustained. It is 
improbable that there would have been an interval as long as 
three weeks between the occurrence of the vascular injury 
and the development of a thrombus as a result of it. 


DIAGNOSIS OF DRUG ADDICTION 

To THE Epitor:—/ was very interested in the query on the 
diagnosis of drug addiction in THE JouRNAL, March 13, 1954, 
page 966.1 would like to submit some observations which may 
be helpful. 

The picture of an addict is so characteristic that even if 
one is not on guard his suspicions are usually aroused. In the 
first place, the patient, a stranger invariably, presents himself 
as a somewhat innocent person who is in a terrible dilemma. 
The stories are varied in detail but the plot is usually ex- 
aggerated and melodramatic so that one wonders how any 

one person could have fallen victim to such an unkind fate. 


. 
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1 always write down the address that the patient has given 
me and have my secretary check it while I confer with the 
patient. This can be done by calling the police department 
and asking who lives at the given address. Of course, this can 
only be done if the address is a local one. In almost every 
case, the answer comes back that there is no such address. 

There is something indefinable about the attitude of these 
patients, which I think is characteristic. One detects a certain 
hostility not quite concealed. When one’s suspicions have been 
aroused by these things, notably, the “cock and bull story” 
and the certain hostility, one can then prove his suspicions 
by a very crucial test that has never failed me. I ask the 
patient to strip to his waist. They usually don’t like to do 
this because of needle scars, which they like to conceal. I tell 
the patient I think I have just the thing for them. I go over 
to my medicine cabinet and pick out something—it doesn’t 
matter what. At this point, the nonaddict acts quite relieved 
and receptive to any suggestions that might help his com- 
plaints. However, the addict will say, “Just a minute—hold 
on there. What are you going to give me?” He will tell you 
that codeine doesn’t do him any good and that meperidine 
(Demerol) hydrochloride makes him sick. By this time, I am 
positive that I am dealing with an addict and the more | 
persist in refusing to give him what he wants the more his 
hostility comes out into the open. 

It has been my own experience that addicts should not be 
allowed to go free, and it has been my policy to notify the 
police and have the man picked up on a vagrancy charge. It 
is well known that addicts will go to very desperate measures 
to secure narcotics and oftentimes the addict is wanted some- 
where by police in another community for burglary, peddling, 


or other criminal offense. Charles A. Kemper, M.D 
1191/2 Bridge St. 
Chippewa Falls, Wis. 


SMALLPOX VACCINATION 

To THE Ep!tor:—An interesting query on page 879 in THE 
JouRNAL, March 6, 1954, referred to a 3-year-old boy vac- 
cinated 10 times for smallpox without a “take.” This vexing 
problem is not too rare and the means for dealing with it are 
important for several reasons. Other than continued revac- 
cination, I have found a useful approach under the conditions 
described. 

The insertion of vaccine virus in a child, such as the one 
described, should now be made in an area remote from the 
sites previously used, e. g., right deltoid after repeated failures 
in left arm. I am uncertain as to why this method operates 
successfully; it is perhaps possible that the first unsuccessful 
attempt introduces just enough vaccine antigen to produce 
“local immunity” for some area of skin cells around the at- 
tempted site of vaccination. The problem is of sufficient fre- 
quency to merit attention. 


Alex J. Steigman, M.D. 
101 W. Chestnut St., Louisville 2, Ky. 


CIRCUMCISION 

To THE Epitor:—Regarding the query on circumcision in 
Queries and Minor Notes in THE JourNaL, Dec. 19, 1953, 
page 1497, a common method of circumcision in Australia 
that usually does not entail any suturing is as follows: After 
routine cleansing, dilation and retraction of the foreskin, and 
cleansing of the corona, the foreskin is replaced. Then through 
the foreskin the glans is pushed proximally, the bone forceps 
are applied proximally to the fingers, and the forceps are 
squeezed tightly. Curved or straight bone forceps may be 
used. The redundant foreskin is excised by scalpel. The bone 
forceps are removed, and the glans is protruded through the 
approximated edge of the foreskin. The bone forceps have 
acted as a hemostat, and there is usually negligible bleeding. 
A circle of cotton wool is placed around the wound, and this 
is soaked in compound benzoin tincture. The result is excision 
of the foreskin, hemostasis being obtained by bone forceps. 


T. J. Hansen, M.B. 
Tully 
North Queensland, Australia. 
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